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b. Introduction

A. Scope and Purpose

P.L. 96-205 requires the Department of Interior (DOI) to develop an

“integrated, comprehensive health care program” with respect to the peoples

of the Marshall Islands. Pursuant to P.L. 96-205 and the resulting request

for proposals fran the Department of Interior, there has been considerable

discussion on the exact scope of the law and what people and activities

should be included. Further clarification with DOI has stipulated that the

contractor (Loma Linda University) prepare two health plans, as follows:

1. “Comprehensive Care (Primary, Secondary, and Tertiary) for the

peoples of Rongelap, Utirik, Bikini, and Enewetak,”

2. “Comprehensive Care as in 1. . . ., plus comprehensive care for

the peoples of all other atolls of the Marshall Islands.”

In addition, comments and estimates will be provided regarding use of

different types of U.S. personnel. It is clear, however, that extensive

use of expatriates in primary care roles is both impract

unacceptable.

c
TO avoid excessive duplication, the current situation

regarding the comprehensive plan for all of the Marsha’

ical and politically

and recommendations

1 Islands will be

presented first. Then the components of that plan necessary for adequate

primary, secondary and tertiary care for the people of Rongelap, Utirik, Bikini,

and Enewetak will be identified.

B. Sources of Information

The Loma Linda University team of 22 members spanned many disciplines

and backgrounds, with a considerable depth of experience and expertise in

health care planning and delivery in the developing world (see appendix E).

In gathering background and source material for this sur’;eyand plan,

many organizations were contacted. Among the most important were: the

Trust Territory governmental headquarters in Saipan currently phasing down,

Brookhaven National Laboratory, Lawrence Livermore Laboratory, the

University of Hawaii/East-West Center, University of the South Pacific in

Fiji, College of Micronesia in Ponape and Saipan, and a number of other

institutions and organizations involved in work in the Marshalls.

(
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The Marsha;; Islands Government has served as a most important source

of information, insight, understanding and background. We were fortunate to

meet with the king, president, ministers of health, finance, resources and

development, communication, the chief secretary, many of the other

ministerial secretaries, and personnel in the operational levels within the

health department. Also brought into discussions were the Guam-Micronesia

Mission subcontractors who are currently managing the health care system.

Half of the atolls and islands were visited, including: Majuro, Ebeye,

Enewetak, Rongelap, Utirik, Mejit, Wotje, Likiep, Maloelap, Ailinglapalap,

Arno, Jaluit and Mili. Visits on these islands were all well received and

useful. The team was able to visit and study both hospitals, both super

clinics, and over a third of the dispensaries. On each island the team met

with local leaders, magistrates, Iroij, slab, councils, chief secretarY

representatives, health personnel, and other local people. Many extensive

group meetings were held. Four survey instruments were used, dealing with

the health facilities, clinic personnel, general information, environmental

and resident needs

gathered a great

currently existing

c. Assumptions

The following

assessment (samples are in Appendix G). These surveys

deal of information, from which plans applicable to

needs and project demands can be built.

represent major activities that are being implemented by

the Marshallese Government independent of the existing health budget. They

obviously impact the health care system and this proposal, so its

relationship to each is discussed.

1. Majuro Hospital

Plans are currently being discussed regarding the building of a new

hospital in Majuro. The current hospital is in poor physical condition and

the land where it is located “must” be returned to its owner at the end of

the 25 year lease in 1981. The possibility of constructing an “interim”

facility is being considered, which could later serve as an outpatient

clinic. Neither the advisability of rebuilding vs. renovating nor the

budgetary implications are dealt with in this proposal.

2. Nursinq School

The Board of Regents, College of Micronesia has recently voted to move

its nursing school from Saipan to Majuro. Funding for this move, builiding

requirements on Majuro,,available faculty, etc. are unclear at the present



time. Nursing manpower development has been budgeted for in this proposal,

irrespective of the school location, though this will obviously have a

budgetary impact. No expenses related to relocating the school have been

budgeted.

3. Inter-Atoll Transportaiton

The usual transportation among the outer atolls is bycopra field ship.

Recently the Airline of the Marshall Islands was formed and the government

plans to expand the number of airstrips within the next two years so

essentially all atolls can be reached by air. This proposal assumes this

transportation expansion will be realized and can be utilized for health

needs, e.g. supervision, supply distribution and patient referral.

4. Intra Lagoon Transportation

The government has already initiated plans for each atoll to have a

lagoon boat available for transportation between islands. This is important

for patient evacuation and supply distribution to those islands of each

atoll which are some distance fran the “main” island with the airstrip and

medical assistant with his better skills and supplies.

5* Conmmnication

Several sections (e.g. police, etc.) of the government have finalized

plans to install a multiplex radio communication system using solar power on

each atoll. This will be an indispensable part of the health care system

and a partial budget for ancillary equipment is included in this proposal.



II. Executive Surrrnary

A. Because of significant time limitations and an already existing 5-year

plan for the Marshall Islands (1981-86) developed by the Trust Territory

of the Pacific Islands, Loma Linda University concentrated more on

developing a health strategy proposal than a detailed health plan.

Particular attention was paid to the issues involved in a national vs. 4

atoll health care system.

B. The Trust Territory of the Pacific Islands is currently phasing down.
— —-

Many functions previously covered by that office, i.e. licensing,

planning, personnel, etc. will need to be assumed by the Marshall Island

Government.

c. Existing.health care financing in the Marshalls comes partly from the

U.S. and partly from internal Marshallese sources. It is recommended

that additional monies available from P.L. 96-205 be combined witI_me$e..
——---.,.------ .—— —-...—... .-------

existing funds rather than components of the health care system receive_. —
monies from different unrelated budgetary sources.

o. There are minimal radiation related health effects evident in the— —--- ~ .—
Marshalls. The primary need is for a basic health care system capable

of providing primary, secondary and tertiary care. The system should

have an awareness of a radiation effects

component of comprehensive care.

E. The Government of the Marshall Islands -

air, ship and radio communication with

as an integral and

s seeking to rapid

the outer atolls.

identifiable

y expend its

Rather than

attempt to develop a distribution referral and supervision system for

health ahead of outer sectors, at an exorbitant cost, it is recommended

that the health care system be built around these current inadequacies.

F. One of the b-t detriments to basic health are, even on Majuro and

Ebeye, is lack of adeauat~ supplies and m “~e. It is imperative

that a strong support system be developed to meet this need.

G. The primary carp till be bu~ant and health_...___ ._
assistants on Majuro and Ebeye as well as the outer islands. Smali--.-. . ...4
populations with minimal work loads are adequately covered by these

workers, with consultation from the hospital physicians, either

verbally via radio or by referral, for the more difficult cases.

!

1

I

I

i
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d ● Secondany MCI selected :ertiary care will be made available within

the hospitals on Majuro and/or Ebeye. This will require improvement

in the physical plants, equipment, and manpower, but should decrease

the expensive referrals to Hawaii.

I. The current contract between the Guam-Micronesia Mission of Seventh-

day Adventists and the Marshall Island Government will be continued,

but limited to secondary and tertiary care. The Seventh-day Adventist

Church has demonstrated competence in hospital management and has

won the confidence of the Marsha?lese Government. It would have

difficulty adequately developing and staffing the other components

of the health care system.

J. Though specific timetables are not developed, the assumption in this

proposal is that the Marsha~l_I:~ayd_Governrnent..should push toW~~.d.!s.lj&-.—...
~ in ma~p~er.% This requires a strong emphasis on training

which is detailed.

f--
i.

I
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. iI. Cultural dna Historical Data

A. Cultural History

The Marshallese have had a long history of contact with foreigners of

several nations. Each has left its imprint on the culture of the islanders.

After Magellan discovered this part of the world in 1520, Spain slowly

advanced her military, political, economic and religious control in the

Pacific. But not until the 19th century were the Marshalls made a part of

her vast imper

weak, however,

Marshalls late

German ac,

al holdings in any formal sense. Spain’s

that an aggressive Germany had seized

in the century.

ministration encouraged the development

established copra production as an economic base for

Although a limited public works program was commenced,

Marshallese culture was not a profound one. One important

brought about by the Germans, however, was the cessation of

control was so

control of the

of trade and

the MarshalIs.

the impact on

cultural change

the interisland

warfare between chiefs seeking hegemony over the territories of their

rivals.

Japan seized control of the Marshall Islands in 1914 and in 1922

established a civil government under a mandate of the League of Nations.

Under firm Japanese control the economy prospered for the first time. Thus,

older citizens still remember the Japanese with some fondness because jobs

were abundant and education, modern agriculture, improved fishing

techniques, and modern communications systems were introduced.

In 1947 the United States accepted a United Nations trusteeship for

what came to be termed the Trust Territories of the Pacific Islands. This

comprised all the former Japanese mandated islands, including the

MarshalIs, which had been reconquered by American forces during World War

11.

Whalers, explorers, missionaries, and government officials -- all

played a part in bringing about changes in Marshallese cultural practices.

Cultural changes effected by the Germans, Japanese, and the Americans are

evident today in all the islands of the archipelago. European clothing,

Japanese cars, “American” food, constitute the most obvious evidences of the

changed way of life of the Marshallese people. ‘Kajin Majol’, the

Marshallese Language, is alive and well, and is adapting itself to the

demands of a rapidly changing world. The old Marshallese religious beliefs

and practices are no longer in evidence nor easy to discover, but some of

the old values still express themselves through the social organization and

the death rituals.



Although a Western governmental model has been set up for the Marshall

Islands, the old stratified model of governance still exists, exerting a

very real influence on decisions affecting the new nation. In establishing

any comprehensive health plan for the Marshalls this duality of influence

and decision must be taken into consideration, with proper provision made

for the positive influence of the traditional leadership group.

It would be difficult to over-emphasize the importance of being

sensitive to Marshallese culture in the planning of any health care system

for the islands. Care in this respect at least equal to that expressed in

Article 16, Section C of the health contract between the Government of the

Marshall Islands and the Seventh-day Adventist Guam-Micronesia Mission

should be expected:

“The Contractor hereby agrees to take Marshallese
Custall and tradition into account in its
administration of the health services system and to
respect the same. . .

“On question of custom and tradition the Contractor,
as the party responsible for management and control
of the health services system, shall have the same
right as any department or agency of the Government
to seek advice of the Traditional Rights Court of
the Marshall Islands on auestions of custom and
tradition.”

As the Chief Secretary of

said:

“The Western world
our culture. They

the Government of the Marshall Islands recently

does not always understand us and
may mean well, but they are often

unsuccessful because,. . . in the past they have
been planning for people instead of planning with
people.” —

B. Government Policies and Perceptions

The perceptions and policies of the Marshallese Government are colored

by the traditional social structure. Each person has duties to his extended

family and to his chiefs. The Iroij, or chiefs, have duties to their

followers. This responsibility applied to health care has been formalized

in the constitution as a right of the individual to health care provided by

the government. The implementation of this governmental duty is through the

U.S. model of medical science-based technology and practice, modifed to meet

local geographic and sociologic conditions. The individual’s duty is

symbolized by a nominal fee at the time care is required.

2
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The need for both expatriate and national staff is accepted now and in

the foreseeable future, but appropriate educational programs will lessen
.-
{ dependence on outside personnel. Stated priority areas include upgrading.,

secondary care facilities and addition of some tertiary care functions,

strengthening managerial and fiscal controls, improving communication and

transport capability between clinics on out-islands and central secondary

care facilities, and recruiting and upgrading staff. Quality assurance

activities including initial qualification and continuing education of

staff, preventive maintenance of equipment, and the monitoring of process

and outcome of care need marked expansion. Specific emphasis needs to be

continued in such areas as patient and corrrnunityhealth education,

alcoholism, hypertension, inununization, diabetes, and dental services.

Care of radiation-related illness, although still of major emotional and

political importance, is reaching a level that should be integrated into the

health care system of the country.

Tensions among Marshallese perceptions exist with regard to family

planning, extent of external referrals, degree of support for terminally i11

and elective care, qualification and level of health care providers for the

smaller or more isolated population groups, and siting and number of health

care facilities. The Marshallese view the financing of health care as

coming from Marshall Islands Government general revenue, United States

Government obligation as Trust Territory administrator and as a consequence

of health effects of the U.S. nuclear weapons testing programs, private

corporation contribution for the health care of its employees, special

program and project grants fran foreign governments, foundations and other

agencies, and to a limited degree from patient revenue. Although there may

be a role for private practice, the government intends that through its

health care facilities no one needing health care will be denied access to

it.

The final overriding concern is related to the phasing outof the Trust

Territory of the Pacific Islands and the assumption of the status of a

Freely Associated State by the Marshallese Government. This will impinge on

the health care system in a number of ways, such as manpower training

relationships, licensure standards, health planning and evaluation

activities, supply procurement, etc. It is expected that new expertise will

need to be developed in a number of critical areas, and that the full impact

of this changed relationship will probably not be known until it occurs.

3



-i.
A.. 2rganizaticn21 Issues

A. Organizational Chart

The present structure of the Marshall Islands health care system is

typical down to the level of Secretary of Health. Below that level there are

several views as to what exists. This problem has been magnified by the

recent contract with the Guam/Micronesia Mission of the Seventh-day

Adventist Church. The best concensus appears to be that the Guam Mission has

contracted to administer the two hospitals, and traditionally all health care

activity is under the direction of the hospitals. (See following section IV.

B. and the contract in appendix F for additional information).

Another factor which complicates the administration and delivery of

health care is that other departments outside the Ministry of Health are

responsible for providing support services to the hospitals and clinics. For

example, the Department of Public Works is responsible for providing ground,

equipment, and facility maintenance. When Public Works doesn’t have the time

or money, things do not get done regardless of need and impact on the

delivery of health care. The proposed organizational structure anticipates

all support services to be budgeted items and under the control of the health

delivery system.

In designing the proposed organizational structure, the following items

were of concern:

1. Effective and accessible health care

2. Interests of the two governments

3. A functional health care organization

The organizational chart which follows reflects an organization that

deals with these concerns. To facilitate an understanding of the proposed

structure, a short description of the function/responsibilities for certain

areas will be provided.

Financial Intermediary/Program Implementator (FIPI) : It is envisioned

that this will be an entity mutually agreed to by the U.S. and the Marshall

Islands. This would be a university, a private firm, or some appropriate

agency. Its primary function would be to provide fiscal integrity and

implement the approved program. Under this proposed organization, the

Guam/Micronesia Mission would not be the FIPI. We are reconnending that

their participation in the health care delivery system focus on the

management of the two hospitals (division of secondary and tertiary care).

l&2
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This will reql~iredmodific~tinn of their pvesent contract. ~i,ischange will

take advantage of their experience and skills in managing other health care

facilities in the Pacific area. This change should be coordinated with the

implementation of the 96-205 program.

Financial Controller: This would be someone responsible on site for the

financial portion of the program. They would be employed by the FIPI and

would be one of the two required signatures for fund disbursement.

Health Conxnission: This would be the coordinating body that would

establish priorities, set policy, and develop budgets. Its members would be

the Minister of Health or his designee, the Minister of Finance or his

designee, the general Secretary or his designee, the Financial Controller,

and one other from the FIPI. They would also be responsible for hiring and

firing of the five division heads. The five division heads will be available

for technical expertise and to present division needs. One of the

Marshallese will be designated as the other signature required for the

release of funds. The Financial Controller would function as the treasurer

for this Commission.

Bank: Both the U.S. and the Marshall Island Government would be required

to deposit appropriated funds on a timely basis to a mutually agreed to bank.

Funds would be disbursed to the operating divisions by having both the

financial controller and designated Marshallese approve the fund transfer.

One acting alone could not transfer any funds - U.S. or Marshall Islands.

This activity is represented by the Proposed Funds Flow chart that follows.

For discussion of the specific activities of each division, please refer

to the appropriate portion of the report.

B. Adventist Health Services/Guam-Micronesia Mission Management Contract

The Marshall Islands Government and the Guam-Micronesia Mission of

Seventh-day Adventists signed a management contract in February 1980. Under

this contract, the Guam-Micronesia Mission is to provide “management and

control of those activities and services presently administered by the

Ministry of Health Services of the Marshall Islands.” The effective date of

the contract is the first Sunday after all of the following have been

accomplished:
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1. Certificate of Need issued to contractor; and

2. Health Services Administrator assumed responsibility and

commenced full-time management of the health care system; and

3. Completion of those “steps agreed to by the parties” in a

Transition Memorandum.

While the documents in 1 and 3 were not available, the transition

appears to be in effect as the Health Services Administrator, Fred

Schlehuber did assume responsibi1ity October 1, 1980. A- copy of the

agreement is provided in Appendix F.

The initial contract term is until September 30, 1982 with provision

for successive five year renewals. The contract is ambiguous in certain

areas and will present problems in administering an effective and efficient

health care delivery system. There already appear to be differences between

the contractor and certain government officials with regard to the degree of

control/responsibility the contractor has in the delivery of health care.

i% discussed previously, this may be a moot issue if the proposed

organizational structure is adopted as the contract in its present form

would not be compatible and would have to be amended.

e--
c. Finances

For FY 1981, the proposed budget for the Department of Health Services

is $3,035,500. A copy of the preliminary draft is provided below. The

Marshall Islands government is showing DOI is the funding source for

$1,920,000 of this total. While budgeting is done on a national and

departmental basis, once approved, the funding method appears to be in the

“recovery pot” approach. It is at the operational level that budgeting

presently breaks down. Spending is done with little regard to line item

budget and is a function of who gets to the “money pot” first and how long

funds are available. It is understood they ran out of money after 10 months

in FY 1980.

t-
\

Related to the problems presented by this approach is the apparent lack

of accounting and finanical reporting at the operational level. Reports are

sent to Trust Territory and surnnaryfinancial information is available. It

does not apear, however, to be tied into the budget at the operational level.

There is little, if any, accounting for receivables and payables. (For

example, there is $334,000 payable for referrals that the hospital

6
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PROGRAM

Hospital (Majuro)

Referral

Environmental Health

Dental Services

Supplies

Hospital (Ebeye)

Medical Referral

Dental Services

Supplies

Sub-Total

TOTAL FOR MAJURO/EBEYE

1,281,100

238,500

57,800

341,300

1,622,400

DEPARTMENT OF HEALTH SERVICES BUDGET - DRAFT FY 1981

PERSONNEL ALL OTHER

1,140,600 64,800

600,000

21,400 4,100

119,100 4,000

342,1OO

1,015,000

46,500

250,000

1,600

100,000

398,100

1,413,100

TOTAL

1,205,400

600,000

25,500

123,100

342,100

2,296,100

330,000

250,000

59,400

100,000

793,400

3,035,500
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administrator did not know about.) There are no “management reports” dealing

with the relationships between costs and services provided to assist in the

effective administration of the health delivery systems. While much of the

information is “known”, there is no system for recording, accumulating,

analyzing, and presenting the information for effective management. This

must be a high priority item in the implementation of the health care program

under 96-205. For details with respect to the financial considerations for

the proposed health plan, refer to the budget sections.

D. Five-year Plan/Trust Territory Relationship

Until recently most decision-making over finances, manpower, health

planning, etc. for the various health districts in TTPI were directly under

the control of the Director of the Bureau of Health Services, Office of the

tiighCommissioner, TTPI Saipan. With the decision of the Marshalls to go to

a Freely Associated State path (separate from Federated States of Micronesia

or Guam) a period of uncertain transition has set in.

In the area of health planning, all the districts until recently came

under the jurisdiction of the TT State Health Planning and Development

Agency. Like all Health Service Agencies in the U.S., on which this agency

is modeled, the development of a five-year health plan and annual

implementation plan is to be drafted and submitted to a consumer-provider

board, here called the Micronesia Health Coordinating Council.

On March 29, 1980 the Five-Year Plan covering 1981-1986 was approved by

this Council and submitted to the Regional Health Administrator, Public

Health Services, Health and Human Services, Region IX, San Francisco. The

plan is presently being deliberated by the Nitijela (Marshallese Congress)

and is to be approved before funds under the control of various Federal

programs can be released.

Actual implementation of the plan as drafted is somewhat tenuous

because within ayear (August 1981) the Marshalls will probably no longer be

under the State Health Planning Agency’s jurisdiction. The Marshall Islands

Government (MIG) may yet opt as part of the current U.S. - MIG negotiations

to remain within it. But the latter is unlikely, particularly since theMIG

has in essence expressed its desire to turn over all health service

activities to the Seventh-day Adventist Church on a contractual basis.

Thus, the most likely result is that the Marshal’leseHealth Services will

need to very quickly set up their own independent health

8



planning/statistical unit.

As to the handling of Federal categorical grants i.e. Cervical Cancer

Screening, Meals-on-Uheels, etc., this is even more unsure. The outcome

depends on negotiations between the U.S. and the MIG. It seems to be the

desire of the Marshallese to still be eligible for some of the categorical

grants, but they don’t want the funds to be tied to a lengthy Health Systems

Agency certificate-of-need process. It would seem more efficient and

politically palatable to the Marshallese if funds were allocated “globally”

in block grants (directly from government to government) to cover all

agreed-upon health service needs. Administration and accounting of the

funds would be done by the Ministry of Health or its contractor directly

with the funding federal agency, without an intermediary “outside” Health

Planning agency dictating requirements.

Continuing relationships with TTPI for manpower training, consultation

on specialized medical problems, special grants, etc., would probably be

continued but preferably on a low-key “voluntary” basis. A function which

is as yet unclarified is the whole licensing/credentialing process of both

institutions (hospitals, lab, etc.) and manpower (nurses, physicians,

technicians). Some officials in the MIG would like to assume that role

themselves, while others would’like to keep this process tied to the U.S.

systems. The outcome of this decision could determine a lot on how closely

the MIG will be tied to TTPI Bureau of Health Services and all the federal

categoricalgrants they control.

E. Categorical U.S. Funded Programs

The present Ministry of Health Services has a Public Health Division

(under the hospital administrator) which performs most health promotion and

prevention services. It includes among others: environmental health,

maternal and child health, health education, crippled children’s services,

special clinics (i.e. diabetes, leprosy, hypertension), immunizations,

continuing education for health assistants, etc. All of these administered

bythe Majuro Hospital and funded partially by the MIG and partiallyby U.S.

categorical grants. Many other health related services are administered by

other ministries of the government. This unfortunately has caused

considerable inefficiency and duplication of effort, not to mention fiscal

accounting problems.

9



For example, the Ministry of Public Works builds and maintains the

wastewater and drinking water systems, but the Ministry of Health Services

tests the water for potability. Very little coordination between the two is

apparent. The Public Health Division is responsible for nutrition education

through the section of Health Education. Nevertheless, nutrition education

is also covered by the School Lunch Program run under the Ministry of

Education and additional nutrition work is done by the the agriculture

department as well. Further uncoordination is seen in the area of mental

health and substance abuse (alcoholism, drug abuse, suicide, etc.). These

services are generally provided by separate entities in the Ministry of

Social Services as well as that which is provided by the Ministry of Health

Services.

In summary, health promotion and protection services, and health

prevention and detection services are scattered throughout the government.

Their location in the government structure reflects the disparate sources of

federal grants-in-aid which started them. As a result considerable

duplication of services and inefficiency is cormnon..

c

Recommendations

It is not the purpose of this report to recormnendchanges in the whole MIG.~.”.

structure. What is needed though, is that the Ministry of Health Services not

add to the problem by being uncoordinated within its own organization.

Thus, it is reconwnendedthat all Federal categorical grant programs i.e.

crippled children’s, meals-on-wheels, hypertension, as well as the more

traditional “public health” programs i.e. immunizations, conwnunicabledisease

control, maternal and child health, be put under one Division of Primary

Care/PublicHealth Services (see Org. Chart). Besides the above mentioned public

health activities, this division will manage the entire primary care (dispenary)

system on the outer islands (see section VI-B).

10
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Health Status

A. Vital Events

1. Data Problems

AS is the case with most developing countries, adequately measuring in

a quantifiable manner the health status of the population is very difficult.

It is even more difficult here in that the entire country has only 30,000~

people thus the total number of vital events occurring in one year are few.

Therefore any errors in reporting, data handling, or interpretation cause

considerably more change in the rates and percentages than in larger

populations. For example, the missing of one or two atolls by a “field

ship” doing immunizations (or collecting statistics) can mean that an entire

cohort of children can be missed thus dramatically affecting immunization

levels, not to mention birth and death statistics.

In the economic sector small changes cancause even greater population

data changes. It has been said for instance, that the “laying off” of one

Marshallese employee on the Kwajalein Missile Range causes twenty plus

individuals to leave Ebeye (the adjacent Marshallese town) for their outer

island home atolls. Rapid changes in migration, age/sex composition,

geographical distribution, and total population per atoll occur frequently

as a result of minor governmental changes in hiring practices and policies

(55-65% of the workforce in Ebeye or Majuro are employed by the government,

furthermore it is estimated that 50-60% of the available workforce in these

centers are not employed).

Consequently, any quantitative presentation of the situation must be

viewed with caution. Nevertheless the data that is available does provide

an estimate of the current status. Most of the data comes from either the

1973 census (the 1980 official census data will not be available until mid-

1981) or an unofficial census in 1977, done by the Department of Planning

and Resource Development. The continuing registration system which

monitors vital events (births, death, fetal deaths) and health service

utilization statistics also provide data.

2. Demography/Vital Events

The total population in 1977 was estimated at 25,457 Table 1 shows the

projected population by age categories for 1979, 1981, 1985, 1990, and the

year 2000.
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TABLE 1

t . .
PROJECTION TO YEAR 2000 (MARSHALL ISLANDS)

1979 1981 1985 1990 2000

TOTAL 28,720 30,710 35,580 42,510 60,330
0-14 13,270 13,990 15,960 19,140 27,740
15-64 14,290 15,466 18,190 21,770 30,830
65-over 1,160 1,260 1,430 1,600 1,760

(Source: lTPI Five Year Comprehensive Health Plan, Apri1 1, 1980)

According to the M.I. Five Year Health Plan, between 1967-1973 the

Marshall Islands grew at an estimated annual growth rate of4.4%. For that

period this was the highest growth in all of the Trust Territory (the birth

rate for 1970-1975 was estimated at 42.32per 1000 population as compared to

a 34.52 average for the whole TTPI). Growth rates for the post-1975 period

are difficult to determine since the 1977 unofficial census has questionable

accuracy, yet it seems to have fallen down in the Marshall Islands to around

a 3.5% annual growth rate (still high by any standards).

A more precise picture of the population distribution can be gleaned

from an analysis of Table 2 which shows the age/sex composition of the

population as of 1973 (the last time this information was assessed).

TABLE 2

POPULATION OF MARSHALL ISLANDS BY AGE AND
All Persons/Percentages

Age Group Tota1 Male

o-4 19.3 19.6
5 -9 15.9 16.0
10 - 14 12.5 12.2
15 - 19 11.3 11.0

20 - 24 8.5 8.7
25 - 29 6.4

- 34 4.2 :::
X - 39 3.7 3.7

40 - 44 3.4 3.6
45 - 49 3.1 3.0
50 - 54 3.0 2.9
55 - 59 2.6 2.7

60 - 64 2.1 2.1
65 - 69 1.4 1.3
70 - 74 1.0 0.9
75 & over 1.5 1.4

SEX (1973)

Female

18.8
15.8
12.9
11.7

8.3
6.6
3.9
3.7

3.1

:::
2.6

2.1
1.6
1.2
1.6

(Source: TTPI Five Y:ar Comprehensive Health Plan, Apri1 1, 1980)
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The key data items to note are: a) 47.7% of the total population are under 15

years of age (59% under 20 years of age), b) only 8.6% of the population are

over 55 years of age, and c) 74.1% of all females are under 30 years of age.

These data show that the main target groups for health care are

pregnant women, children, and young people. The biological potential

(fecundity) of this young population is also highly apparent. Though it

would seem that health care problems of the elderly would be minor, it is

not quite the case here as in many developing countries because of the much

higher than normal incidence of specific chronic diseases i.e. diabetes and

hypertension (discussed later).

Other key vital statistics for the Marshall Islands in 1976 are

sunvnarizedbelow (Source: TTPI Five Year Comprehensive Health Plan, April 1,

1980)

Crude birth rate = 31.1
Crude death rate = 4.2
Infant mortality rate = 17.9*
Maternal mortality rate = 27.0 (1974-1976)
R. Natural Increase = 26.9

*Infant mortality would probably be in the upper 20’s to low 30’s if

there were better reporting. Also a child is historically considered a

live birth only after his first birthday.

In genera”

countries

the Marshall Islands do not compare badly with many developing

in “infant mortality” yet it still is significant. The “rate of

natural increase” is quite high though. The implications for family

planning are obvious. Unfortunately the level of family planning services

delivered has been low. Perception of need for family planning services

among males is low to non-existent, though women’s perceptions differ

considerably. The need for better integration of family planning into

ongoing maternal and child health services needs to be done, as well as the

development of a concerted culturally sensitive educational campaign.

The geographical distribution of the population is also a key

demographic factor to consider in health care delivery. (See Table 3) In

1977 it was estimated that 57% of the total population resided either in the

“district center” (Majuro - 10,087 or 39%) or in the “subdistrict center”

(Ebeye - 18% or 4,577). Arno atoll classifies as an “intermediate zone”,

and had 1,199 inhabitants or 5% of the population (it lies just 35 miles by

water from Majuro); while the remainder of the atolls or “outer islands”

contained 38% of the population or a total of 9,594. The map on the next

page gives the last known totals of inhabitants by atoll as well as water

distances from Majuro.
3



I

I

:

I

“1
.
“O

,- .

t .1-...

9’

4



tti DLL J ~

1973 POPULATION BY ENUMERATION DISTRICT *

Municipality Code Municipal District Enumeration District # 1973 Population by
Environmental District

Taongi

Bikar

Utirik

Taka

Ailuk

Mejit

Likiep

Wotje

Erikub

Maloelap

Aur

Majuro (DUD)

01

02

03

04

05

06

07

08

09

10

11

12

Taongi

Bikar

Utirik

Taka

Ailuk

Mejit

Jebal
Likiep
Leglal

Wormej
Wotje

Erikub

1

2

3

4

5

6

7
8
9

0
1

2

Ollot 13
Airik 14
Kaven 15

Tobal 16
Aur 17

Darrit (Rita)
18

Dalap

Mauro (Laura) 13
Long Is.

5

E
21
22
23
24
25
26
27
28

29
30
31
32

33

217

335

271

105
301

173
252

137
163

709
837

1,329
748

1,076
364
448
250
158
371
717

522
117
224
133

351
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M~nic’ility Code !lun+ripa!3istrict Enumeration District # 1973 Pophlati5n by
Environmental District

34
35
36
37

119
179
57
74

Long Is.
Ajeltak
Woja
Arrak
Laura

38
39
40
41
42
43
44

2;:
415
203
88
401
43

Rongrong
Small Is. (Aengie)

Arno 14
19445Bikariot

Langar
46
47

::
50
51

63
149

356
328

Ine
Arno

Mili 15
207
172
159

Enejet
Mili
AlU

52
53
54

,’.,
I

Ebon 16

Kili 17

Namorik 18

Jaluit 19

345
395

Toka
Ebon

55
56

36057

58
59

Namorik
431

273
167
485

60
61
62
63

Majatto
Emidj
Jebwor
PingTap

Ailinglapalap 20
277
549

1;:

Ja (Jin)
Ailinglapalap
Bigatyelant
Wotja

64
65
66
67

7068

(
Jabwot

..,
Namu

21 Jabwot

22
340
153

69
70

Namu
Mae
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Munici~:l~ty Code Municipal qistrict Enumer?ti~n ~istr;ct # 1973 ‘ccul~t:~n by
Environmental District

Lib 23 Lib 71 98

Kwajalein 24
Roi Namur 72
3rd Dist. (Ennubirr)

73
74

Meek 75
Ebeye

76

;:

;:
81
82
83
84
85
86

;;
89
90

19

68
75

522
620
439
493
312
358
276
325
379
255
445
380
309
10
3Kwajalein

Carlson

c 91 11
92
93 9:
94 3

Carlos
Illeginni
Ebadon

95 41
96 24
97 3Boggerik

98 154Lae 25 Lae

99 209Ujae 26 Ujae

100 342Ujelang 27 Ujelang

Enewetok 28
Engebi
Parry
Enewetok

101
102
103

Bikini 29
Romurikku
Bikini
Enyu
Enirik
Namu

104
105

)

106
107
108

(75) in 1973

nothing

Rongerik 30 Rongerik 109

110
7

105Rongelap 31 Rongelap



F!unjd.-diity Code Municipal D:s:rict EcurnerationDistrict # 1973 Population by
Environmental District

I
r ‘- Ailinginae 32 Ailinginae 111

Wotho 33 Notho 112 61



The distrihutian ~fpcpulaticn pre-,e~:sLAO ~i~erse pr~bl~ms: 1) ~hjg~

concentration of the population in the two “centers” with many typical urban

health and social problems conrnonto developing countries (crowding, lack of

sanitation, unemployment, substance abuse, etc.), and 2) a remote,

scattered, and yet quite sizeable portion of the population in rural areas,

the outer islands. These people’s access to health care is complicated by

long water distances between atolls as well as within them, long periods of

bad weather, and a scattered settlement pattern. Typically homes are

locatedon each household’s weto, or traditionally allocated segment of land

which cuts across an island frcm ocean to lagoon. Families may furthermore

have wetos on different islets within an atoll to which they move around to

periodically harvest copra. Spatial mobility of the population is thus a

severe problem complicating both the planning and delivery of health

services.

3. Morbidity and Mortality

Estimates of morbidity and mortality come primarily from hospital

discharge and clinic “sick call” data. This is not ideal but it is all that

is available. Tables 4 and 5 show the 17 leading causes of death and rank

order of selected causes of death (O-4 years of age).

According to the llPI Five-year Health Plan, the Marshalls lead

Micronesia in the notifiable diseases of: meningitis, tuberculosis (all

forms), fish poisoning (causes uncertain), rubeola, and shigella. Other

serious communicable diseases of children and adults are still a problem,

i.e. mumps, polio (which has led to a high need for post-polio paralysis

rehabilitative services), a whole range of parasitic diseases, and upper

respiratory diseases (i.e. pneumonia and influenza). Malaria and

schistosomiasis are not present.

Chronic diseases are also very serious, particularly among the adult

population. Manyof the Pacific People, such as the Marshallese, have very

high rates of diabetes (estimates run up to 40% of the adult population).

The adult onset type of diabetes is most comnon, though its epidemiological

characteristics are not well understood in this population. The treatment

of insulin-dependent diabetics (requiring insulin) is one of the major tasks

of Health Assistants in the Marshalls. The need for adequate “cold storage”

of insulin is thus a real need. Health education and other preventive

services to reduce the incidence and complications of these diseases are yet

to be effectively instituted, particularly in the outer islands.

9



Hypertension ;S also very high. Estimates from a few selectsd

screening programs, primarily in district centers, put the incidence around

10 - 15% of the population. Again, like diabetes, both the nature of the

disease and its magnitude in this population are not well known. Both

research as well as health delivery/education programs are needed on this

disease as well. Several additional specific disease areas are dealt with

below.

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

TABLE 4

17 LEADING CAUSES OF DEATH

(MARSHALL ISLANDS 1974-1976)

Cancer

Cerebral Vascular Diseases

Prematurity

Heart diseases

Gastroenteritis/intestinal diseases

Pneumonia

Inanition (relating to senility)

Diabetes

Chronic Lung Conditions

Nonmaterial conditions associated
with delivery

Accidents

Suicide

Meningitis

Chronic Gastro-related conditions

Congenital Defects

Kidney Diseases

Nutritional Deficiencies

Number of Cases

33

33

25

24

24

23

21

19

18
●

14

12

12

11

10

10

7

7

(Source: TTPI Five Year Comprehensive Health Plan, April 1, 1980)
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TABLE 5

RANK ORDER SELECTED CAUSES OF DEATH (O-4) years) 1974-1976

Prematurity 23 or 22.3%

Congenital defect & birth related injuries 20 or 19.4%

Gastroenteritis & amebiasis 18 or 17.5%

Pneumonia

Malnutrition

(Source: lTPI Five Year

8. Radiation

9 or 8.7%

5 or 4.8%

TOTAL 75 or 72.8%

Comprehensive Health Plan, April 1, 1980)

Having reviewed the 20-year report on the exposed Marshallese

published by Brookhaven’National Laboratory in 1975 and the published and

unpublished data acquired since 1975 (soon to be published as a 26-year

report), the following conclusions are sunmnarized:

1.

2.

3.

4.

5.

6.

The people of Enewetak (measured in the spring of 1980) have received

less radiation exposure than that allowed for large populations

according to the standard published in International Commission on

Radiation Protection, 77 publication 26.

The people of Bikini who returned to their home island (1969-78)

received an annual mean radiation dose equivalent of less than 500

millirems per year (the maximum permissible exposure a?lowed for non-

occupational persons).

The people of Rongelap and Utirik have significantly increased thyroid

pathology, undoubtedly radiation related, and manifested by

hypothyroidism and an increase in both benign and malignant thyroid

tumors.

There is the possibility of other radiation related diseases in the

Rongelap population (e.g. leukemia).

Although significant acute skin pathology occurred on the islands of

Rongelap and Utirik, no serious delayed skin pathology has been noted

to date.

There are increased eye problems and diabetes which do not appear to be

radiation related.
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7. Detailed records of the radiation exposed population and of many

control persons are on file at Brookhaven National Laboratory on Long

Island.

8. Although Brookhaven National Laboratory has primarily been interested

in

by

9. It

the occurrence of radiation exposure and resultant effects, it has

necessity provided limited primary through tertiary health care.

appears that all the exposed Marshallese and a significant number of

unexposed Marshallese have had considerable alteration and

interruption of their life patterns due to the nuclear weapons testing

program and subsequent investigation and follow-up.

The migration of radiation exposed persons to other atolls,

intermarrying of exposed and non-exposed persons, utilization of

potentially contaminated foodstuffs (fish and fruits) by non-exposed

individuals from other atolls, non-exposed groups currently living on

affected islands, and uncertain exposure coverage, as well as other factors,

makes it difficult to identify radiation affected individuals. Additional

issues in providing health care for these people are the following:

1. Any reasonable means to help the exposed population to feel no

different from the remaining Marshallese is desirable in view of

their past unique treatment, fears, and misunderstanding.

2. It is inherently difficult and impractical to distinguish with

any precision in any individual case whether a particular illness

is radiation related or not.

3* Radiation exposure monitoring is expected to continue.

Based on the stated, conclusions and other issues, the following

recornnendationsare made with respect to known radiation exposed Marshallese

within a comprehensive Marshall Island health care system:

1. The health records of each person should be available wherever

they are receiving primary and secondary care. Routine medical

histories and physical examinations should be directed towards

specific disease complexes known or suspected to have an

increased frequency among radiation exposed individuals (e.g.

thyroid nodules).

2. Although some continued radiation effect monitoring is necessary,

it appears that the frequency and extent should be tapered with

time. This monitoring should be as non-disruptive as possible yet

still maintain good follow-up and reasonable acquisition of data.

12
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3. The continuation of environmental monitoring should te

proportional to the radiation risk involved and information

needed.

4. Once rapport has been established, additional education of the

patient and family should be done both formally and informally in

order to separate fact from superstition and misinformation in

order that daily life may return to “normal” with regards to the

radiation exposure as soon and smoothly as possible. Also a

general radiation educational program should be developed that

would impact all levels of society.

c. ConrnunicableDiseases

Conmwnicable diseases are present in the Marshall Islands although

less prevalent than in many developing nations because of the isolation

factors of separate islands and atolls as well as other reasons.

Tuberculosis and leprosy are present but not highly prevalent, while malaria

and schistosomiasis are not present. Respiratory and influenza] illnesses

primarily spread throughout an island after being introduced from outside by

the periodic visits of the field ships. With the advent of air travel and

more frequent conmnication with people from other islands, the protective

effect of isolation from disease will be reduced. Parasitic infestations

are very common and highly cormnunicable. Their prevention has been

discussed in the section on environmental health. The sexually transmitted

diseases are becoming more of a problem especially in the crowded urban

centers. Their prevention, detection and appropriate treatment must be

given high priority in the health care plan. Polio is present as evidenced

by a number of persons with residual paralysis. This problem along with

that of measles, whooping cough, tetanus, diptheria, and tuberculosis can

all be prevented or greatly reduced by an effective immunization program.

D. Chronic Diseases

The Marshallese people are currently in the transition from the typical

communicable disease/malnutrition complexes of developing countries to the

chronic disease complexes of developed countries. In particular, the

Micronesia people as a whole seem to be prone to the development of diabetes

and hypertension. Both of these diseases impacton the cardiovascular system

and are undoubtedly responsible for the relatively high cerebrovascular

mortality rate.

13
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Both hypertension and diabetes are multifactorial disease complexes,

being dependent on a mixture of heredity, diet, obesity, exercise, etc. The

primary factors responsible in the Marshalls have not been ascertained. Even

the exact incidence of each disease is unknown. An adequate understanding of

the epidemiology of these problems and causative factors in this environment

will be an important initial step in developing adequate detection and

treatment programs.

E. Social Problems

With traditional folk ways and family relationships undergoing

dramatic change over the years, kinship lines and responsibilities have been

fragmented for most Marshallese families. The underlying support system for

all family members has been disintegrating over time and the youth, as well

as the elders, have become disenchanted and alienated. The Marshallese

perceive the increasing use of alcohol as one of the most serious problems

in the Islands and identify it as the contributing factor in further

fragmentation of kinship ties and in other destructive social changes.

Arrests for alcoholism (adolescents and adults) have tripled in the past 3

years for adolescents (Wally Wotring, Director of Public Safety) and have

already doubled for adults in 1980 (January through September). Drunken

behavior has also been involved in the increase of car accidents on Majuro

and the alarming upward trend of suicide throughout the Marshall Islands

(suicide rates for adolescents are considered by some local respondents to

be twice the rate found in the United States).

Other distressing social problems affecting coping abilities and the

mental health of the local people include dislocation and redistribution of

people, increase in crime rates (especially forgery, burglary and assault

and battery), increased prostitution, use of drugs, intrafamily violence,

divorce, loss of understanding and communication across generational

boundaries, neglect of parenting and parenting skills, lack of family

planning and enhancement of family life; increase in juvenile delinquency,

homosexual relationships, and lack of employment opportunities for all age

groups (adolescence through the aged).

Additional mental health problems are evident in the form of apathy,

alienation, depression, stress syndromes, confusion and ambivalence, low

motivation drives, self-identity crises, role dysfunction and role

identification crises (adolescents and adults), and fear of the future and

the unknown (economics, health and basic survival).
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F. Dental

Three factors are significant in initiating tooth decay: 1) the

resistance of the tooth, primarily related to the amount of flouride

incorporated in the tooth surface, 2) the quantity and type of sugar

consumed, and 3) bacteria in the mouth. Marshallese children have very low

flouride intakes and generally a high sucrose intake producing a

significantly increased incidence of tooth decay. In addition, the typical

attitude toward a cavity is not to seek help until the pain has become

unbearable. Though these factors operate throughout the Marshalls, the high

sugar consumption is greater in the urban centers of Majuro and Ebeye.

The DMF-S ratio (a standard measure of dental disease) was calculated

as 6.16 among school children on Majuro during 1966-68. This had improved

to 3.68 by 1977. The exact reason for this improvement, which reflects

Majuro children only, is not known. To date no coordinated evaluation of

dental health on the outer islands has been-done. Previous attempts at

dental public health, through education, flouride mouth workers, and early

detection and treatment, have been severely hampered by lack of manpower and

finances.

G. Nutritional

The diet of the Marshallese people living in the outer atolls consists

mainly of coconut, fish, breadfruit, pandanus and rice. Bananas, papayas,

taro and arrowroot make up a smaller part of the diet. The percentageof the

diet made up of each food type will vary depending on location and season.

Naidu et. al. (1980) reported that coconuts constitute up to 58% of the

diet and fish constitute up to 36%. Vegetables are being added to the diet

by some people who are exposed to them and like them. School children who

get two meals, breakfast and lunch, plus a snack, are being introduced to

some of these in order to meet U.S.D.A. recotnnendationsfor a balanced meal

and this introduction is leading to an acquired taste for more vegetables.

The diet of the people living in the population centers of Majuro and

Ebeye is largely imported and consists of purchased rice, canned foods, and

flour and sugar, since they have a cash economy and access to a greater

variety. People now living on Enewetak Atoll are also eating imported food

given to them by U.S.D.A. There are two reasons for this program. First,

the islands that are inhabited were nearly completely denuded of vegetation

during military operations. After the resultant clean-up and the
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reconstruction of the ‘slard for habitation, very little fcod plants were

left. In fact, no food plants were left on Enewetak Island and it will be
,- several years before the replanted trees produce. The second reason is to
t

keep the people from eating food grown on the atoll until the degree of risk

from plant uptake of radionuclides can be properly evaluated.

The people of Enewetak are provided 6 lbs. of food per person per day

according to a menu prepared to U.S.D.A. recommendations. Discussion and

observation suggests the people are not eating what the nutritionist

recommends, but are selectively eating what they like from what is provided.

The Division of Agriculture in the Ministry of Resources and

Development has

Laura on Majuro

gardening. They

Vegetables

recently initiated an agriculture experiment station in

to test varieties and develop techniques for vegetable

are also beginning to study pig and duck meat production.

which have been successfully grown include cucumbers,

tomatoes, bell peppers, chili peppers, eggplant, onions, cabbage, chinese

cabbage, watermelon, green beans, radishes, and corn. Since most people are

C:*,.

since most vegetables don’t

matter to make good soil is

in encouraging people to try

be used which rely solelyon

fertilizer etc. If it is

of vegetables locally, then

not accustomed to eating these, they are not currently incorporated into the

average diet.

Some people have made the argument that

grow well without good soil, and since organic

not readily available, there is not much point

to grow vegetables. Others said methods should

locally available materials i.e. no imported

considered important to add a greater variety

thought must be given to agriculture development. Development of health

care requires imported medicines and equipment. Development of

transportation requires imported vehicles and fuel. Therefore, it should be

accepted that development of agriculture requires imported soil, organic

matter, nutrients, seeds, pesticides, tools, and technology.

In conclusion, the people are getting a good supply of food. There are

no reports of hunger. Data from the Trust Territory Pacific Island 5 Year

Health Plan shows 6 deaths in 1977 related to nutritional deficiencies.

Only one hospital discharge in all theTTPI in 1977 was listed as caused by

avitaminoses and other nutritional deficiencies. It must be recognized that

there is not an adequate record keeping system to correctly determine the

actual amount or causes of many illnesses. Nutritional abnormalities maybe

involved but undetected. Local staples plus rice are readily available and
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utilized. Imported canned foods are increasing in popularity. Production

of staple foods could be increased with increased motivation and agriculture

extension education. New vegetables could be produced with the proper

inputs and an increase in the desire of the people for these products. The

potential of increasing food imports from the neighboring states of Ponape

and Kosrae should be studied rather than the present practice of increasing

food imports from the U.S. The latter are more expensive, the foods less

culturally desired, and less nutritious. For example sweet potatoes, taro

and other more typical South Pacific fruits and vegetables could be imported

form Kosrae instead of rice and wheat from the U.S. This practice would

also increase intraregional economic relationships and decrease economic

dependencies on the U.S.D.A.



Vi. Health Services

A. Administration

It is proposed that the administration of Health Services be provided

by two divisions - Division of Primary Care/Public Health and the Division

of Secondary and Tertiary Care. While these division’s services are

related, their differences in program development, level of care, and unique

administrative needs suggest a more efficient program will result if

administered separately.

As discussed earlier, we are suggesting that the Guam/Micronesia

Mission’s contract remodified on implementation of 96-205 to take advantage

of their unique experience and skills in the management of secondary and

tertiary care facilities.

The division responsible for primary care and public health should be

administered by a public health physician with the appropriate support staff

skilled in the areas of primary care and public health.

B. Public Health

The recently drafted Five-Year Health Plan for the TT has put “public

health” needs as the number one priority in the Health Plan. It classifies

public health programs into two categries (for ease of analysis only).

These are: 1) health promotion and protection services, and b) prevention

and detection services. The primary focus of the first is the comnunity,

while the focus of the second is the individual or family. Obviously there

is considerable overlap, yet separation of the two is done purposely to

clarify function.

As was pointed out under Section V Health Status, many illnesses and

deaths in the M.I. (Particularly those of infants, children and women in

childbearing years), could be prevented by use of resources available to

almost every family: boiling and/or filtering of water; greater attention to

personal hygiene; improved food handling methods; improved waste disposal

methods; inmlunizationof children; prenatal care; spacing of births; use of

basic first aid procedures; and improved nutrition. These represent just a

few of the ways Marshall Island residents could improve their health.

However, before people can effectively use these mechanisms to promote

health, they must understand the relationship between health, illness and

daily living habits and they must remotivated to make the required changes

in lifestyle as expressed in the Five-year Health Plan (pp. 227):



--,
“Because in many areas . . . education is limited and
modern facilities which simplify health promotion and
maintenance e.g. garbage disposal facilities, sewage
sytems, public water treatment, and distribution
systems are not available, it is not always easy for
indidivuals to assume responsibility for their own
health. It is the purpose of health education to give
information to the community and individual families
which explains the relationship between personal
habits and health/illness and demonstrates accessible
and culturally acceptable methods for altering
lifestyle in order to enhance health. It is the
purpose of environmental health (and other preventive
health methods) to design and assist individuals to
make use of appropriate facilities and practices in
order to implement the knowledge given them by health
educators. Likewise, cormnunitynutrition programs are
designed to demonstrate and assist people to put their
knowledge into practice.”

Recently

people of the

2000”, and it

care.” In the

the World Health Organization has set as its target that all

world would have access to better health care “by the year

specified that the method would be through “primary health

Marshall Islands, as in many developing countries, the health

worker at the “primary” (usually rural) level must integrate both “curative

and preventive/promotive” health care into his practice. This is

recotmnencledhere as well. 8ycombining the Primary Care (curative) clinical

services, and the Public Health (preventive) services under one department

this goal will be easier to accomplish.

The existing primary care workers in theM.I. at the dispensary/clinic

level are generally under-utilized (most see an averageof only 3-5 patients

a day). Due to lack of supervision, education, and material support their

ability to function as “conmnity/family health” educators has been minimal

to non-existent. In many developing countries of the world integration of

the “curative” and “preventive” role in one person is being utilized. Two

factors make this integrated approach logical in the Marshall Islands - the

generally small curative work load and the impossibility of public health

personnel being able to visit the outlying islands on any regular schedule.

The following public health components will be approached from this

perspective.
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1. Health Education

In 1979 a full-time health educator was employed in Majuro for the

first time. This reflects the growing recognition that educational

efforts must be an integral and strong component of any successful

health care system. A health education section should not, however,

become the sole provider of education. Their role is rather one of

developing materials and ideas and encouraging their utilization by

all providers in the health care system. The most effective health

education is that given in response to a question - and the clinical

staff are those being asked the most questions.

The choice of topics to pursue in educational efforts shou”

influenced by the prevalence of particular problems and the ease

which they can be improved. Priority topics that have been ident<

d be

with

are:

Nutrition-related diseases including malnutrition and obes
hypertension, diabetes, and various dental diseases.

ied

ty,

Diseases related to improper sanitation and personal hygiene including
diarrheal diseases, gastroenteritis, filariasis and other worm
infestation, amoebic dysentery, hepatitis, and others.

Cormnunicable diseases including ‘childhood’ diseases preventable
through inmwnization, venereal disease, tuberculosis, leprosy, and

others.

Certain diseases and conditions associated with pregnancy and early
infancy which are partially or wholly preventable through proper
prenatal, postnatal, and infant care.

Oral diseases particularly dental decay occurring in children

Mental health-related problems including alcohol and drug abuse,
suicide, and other conditions often associated with social
disorganization

Inappropriate use of health care services and facilities by health care
consumers and reluctance of health care consumers to assume
appropriate responsibility for health and the health care system

To accomplish these objectives, health education responsibilities must

be assumed by all health workers, especially the medical assistants (medex)

and health assistants providing primary health care.

(..
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1. Maintenance of a health education “office” within the Public

division.

2. Develop educational materials for use by health workers and

community at large, e.g. through radio.

Health

in the

3. Coordinate workshops and demonstration projects to upgrade the

educational skills of primary health care workers e.g. medex and health

assistants.

4. Set targets, design plans and monitor changes in know”

and practices within the conrnunity.

2. Maternal and Child Health

edge, attitudes

Maternal and Child Health activities include antenatal, natal and

postnatal care, family planning, iimnunizations,nutrition education,

well child care school health and other health care needs of the mother

and child. This group is at particular risk, as shown by a relatively

high infant mortality rate. As with other public health services,

usually only Majuro and Ebeye have organized maternal and child health

care available. And even in these centers certain components of care,

such as antenatal and postnatal visits, family planning and

nutritional advice are poorly utilized.

Most aspects of maternal and child health care can and should be

provided through the primary care network. There does not seem to be a

m~”or problem in the Marshalls with males providing maternal and child

health services except to their own relatives. There are traditional

birth attendants (TBA’s) who relate to the health personnel and assist

in or provide delivery services, but no formal midwifery training has

been provided.

Family planning activities are still difficult to discuss

culturally but it is expected this resistance will gradually change and

family planning will become an important maternal and child health

component. Inwnunizationservices and school health should continue as

important components and will coordinate with the communicable disease

section and Ministry of Education respectively.

(“...-
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@::ommerdations

1.

2.

3.

4.

5.

6.

7.

8.

9.

(.,

Maintain a maternal and child health section in the Public Health

Department for promotion of maternal and child health activities at all

levels of health care.

Coordinate an immunization system with the cormnunicable disease

section that maintains adequate services in all atolls.

Implement a family planning/child spacing program in a culturally

acceptable manner.

Identify and upgrade the skills of the traditional birth attendants who

are currently active.

Encourage wider use and understanding of prenatal and postnatal clinic

visits.

Institute the use of a “Road to Health” card system for the under-5

population for better monitoring of growth and record keeping e.g.

immunizations (sample included in Appendix K).

Encourage legislation that requires complete immunization before

school entry is permitted.

Strengthen health screening and educational activities in primary and

secondary schools.

Promote nutrition education in the mother and child population.

3. Communicable Diseases

Services with respect to communicable diseases are rendered in

various components of health care. Those diseases spread by improper

sanitation and hygiene are discussed under the section of environmental

health. Other coimnunicablediseases are discussed in connection with

social problems. A number of communicable diseases can be prevented or

reduced through an effective immunization program.

A comprehensive immunization program is essential to maintaining a

healthy outer island population. In the past, these immunizations were

administered by personnel on the field ships. They were delivered at

whatever interval such scheduling required, and were only effective in

reaching the few children who were within easy reach. In the past year,

immunization rates have fallen from 80% to about 19% in the under-2 year

olds. To deliver adequate viable protection to the population at large

is a very difficult task. This is especially so when the distances are

so great, the population widely diversified, and cold chain maintenance

so difficult.

K.
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!lecomme~dations

1.

2.

3.

4.

4.

Majuro and Ebeye both require intensified inununizationprograms capable

of delivering full coverage to 100% of the school children and 90% of

the population at large, within a one year period of the programs

initiation.

Utilization must be made of Air Marshall Islands for the delivery of

irmnunizationsupplies, and occasionally teams, to the outer islands.

All children enrolled in outer island schools must be able to present an

up-to-date inanunizationcard showing current full coverage within one

year of program implementation. This can be obtained through mobile

teams and local health assistants operating from the atoll’s main

clinic, with cold chain maintenance capacity.

Upgrade the supply and logistics system for inwnunizations,develop a

functioning cold chain system, and establish a detailed statistics and

record keeping service for surveillance, evaluation, and reporting.

The outer island clinic refrigerators and central cold storage

facilities at Majuro and Ebeye wi

the atolls.

Chronic Diseases

Unlike many developing countries,

significant health problems with

cardiovascular diseases, the latter

11 be crucial to ongoing programs on

the Marshall Islands

chronic diseases.

are developing

Cancer and

representing the end effect of

hypertension and diabetes, are the leading killers. While the clinical care

of these problems will be covered by primary and secondary facilities, the

education and detection is often coordinated by public health personnel.

A federally funded (DHEM) cervical cancer screening program was

completed in 1978 with moderate success. After initial reluctance, there

seemed to be general acceptance of the program, including male workers doing

pap smears. The program was limited primarily

coverage ranged from 12-47% in different years

to Majuro and Ebeye where

and locations. No other

been undertaken to anycancer screening or education programs have

increasingly being recognized as a significant problem

significant degree.

Hypertension is

in Micronesia. It

affected. The high

undoubtedly a result

appears that from 7-15% of all Micronesians may be

mortality statistics for cerebrovascular disease are

of this problem. Adequate evaluation and treatment of

hypertension has not been a strong component of the health assistant

curriculum, so the existing primary care workers appear to be doing a rather

6
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poor jcb of managing hypertension. ir,~ervlceeuucdL,cn for health workers

as well as conwnunityeducation and screening programs would appear to be

high priority items.

The final chronic disease of increasing significance is diabetes.

Though incidence figures are difficult to ascertain, anecdotal reports show

it to be of real concern among both the health workers and the comnunity.

“Insulin clinics” operate on both Ebeye and Majuro where diabetics come

daily for their injections. These also operate intermittently on some of

the outer islands, but evidently all of these clinics are periodically

closed because of insufficient supplies of one kind or another.

Fortunately, most patients must not be ketogenic, as they tolerate this

intermittent schedule surprisingly well. The impact on the development of

insulin allergy/resistance must be considerable and a more rational

approach to diabetic care must be developed. Oral agents, e.g. Diabenese,

are widely used for obvious reasons, and education regarding proper dietary

patterns and urine checking are not adequately

Recommendations

1.

2.

3.

4.

5.

Develop cancer, hyper

the health education

and the general popu’

Develop specific

tension and diabetes

promoted.

educational materials within

unit and promote these among both health workers

ation.

screening protocols for selected cancers,

hypertension and diabetes that will be taught to the medex (medical

assistants) and health assistants through inservice education and then

be integrated into the primary health care system.

Identify a referral system for persons with selected types of cancer

and communicate this to be primary care workers.

Develop treatment protocols for hypertension and diabetes, along with

appropriate equipment and supplies, for the outer island clinics.

Start a research project to adequately ascertain the true relevance of

the disease and its etiology (which seems to differ here from other

high diabetes populations). A cost estimate for such an

epidemiological study is included in Appendix L.
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5. Environmental Health

Parasitic and infectious diseases are among the most serious health

problems in the Marshall Islands. Gastroenteritis, amebiasis, other

dysenteries, parasitic infestation, and other gastro-intestinal disorders,

when classified as a unit, are one of the leading causes of morbidity and

mortality. While there is not enough data to directly attribute all the

above conditions to poor environmental sanitation, it is reasonable to assume

that improvements in environmental sanitation would have an impact on

improving the health status of the people of the Marshall Islands.

Due to the importance of environmental health in preventive medicine the

Environmental Health Division operates as an independent division of the

Department of Health Services. The Environmental Health Division is charged

with general sanitation and public health responsibilities and also has

served as an arm of the U.S. Environmental Protection Agency to enforce

regulations which are related to pollution control.

The major responsibilities of the Environmental Health Division are:

- Monitoring of public drinking water quality

- Monitoring of sewage disposal practices

- Monitoring of solid waste disposal

- Monitoring of lagoon water quality

- Issuance of dredging permits

- Enforcement of regulations regarding oil spillage and other harbor

pollutants

- Ship inspection

- Village inspections

- School and other pub’

etc.)

ic facility inspections (camps, theatres, prisons,

- Issuance of building permits (for water supply and waste water only)

- Inspection of restaurants, bars, bakeries, grocery stores, and the fish

market

- Rodent and insect control

- Advice to citizens regarding private water supplies, sewage and solid

waste disposal, personal and home hygiene, etc.

- Public environmental health education

All the above responsibilities of the Environmental Health Division are

governed by Trust Territory laws, rules, regulations and codes which were

developed and administered by the Trust Territory Environmental Protection

8



Board (EPi3). In aadition to administration and promulgation of laws and

rules the EPB can accept appropriations and grants from the U.S. Government

or other agencies, public or private; establish criteria for classifying

water, air and land in accordance with present and future uses; establish and

provide for a permit system for the discharge of any pollutant to water, air

or land; and collect information and establish record keeping, monitoring and

reporting as necessary to properly administer a program of environmental

health and pollution control.

Observations and Reconwnendations

With the emergence of the new status of a Freely Associated State and the

dissolution of the Trust Territory, serious consideration must be given to the

development of appropriate laws, rules, regulations and/or codes governing the

activities and responsibilities of the Environmental Health Division in the

Health Department of the Marshall Islands. Also the various EPB functions will

have to be assumed by local staff in addition to their continuing programs in

environmental health. The assumption of the additional responsibilities will

result in a need for additional skilled manpower. Trust Territory of Pacific

Islands staff should work with the local staff to provide training and guidance

during this critical transfer period.

The problems of water supply and sanitary disposal of human waste has been

well studied, analyzed and reported on, especially in the more urbanized centers

of Majuro and Ebeye. No attempt will be made in this plan to review all these

problems. Most of the published reports are referenced in Appendix N. Some of

the proposed plans to deal with the water supply and wastewater disposal problems

are being implemented or will be implemented in the form of large public works

type projects for building, repairing and/or upgrading the public water supply

systems and wastewater disposal systems of Majuro and Ebeye. These projects are

or may be funded under grants from the U.S. Environmental Protection Agency or

other U.S. Government Agencies.

One problem with these large public works projects in the past and at the

present time is the lack .of local trained personnel to take over the

administration, operations and management including preventive maintenance

programs for these projects after they are completed. Also local government

funding for operations and management is usually not sufficient to maintain the

system, even if well qualified personnel were available. It is reconxnendedthat
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f-r any major public works develofient for public water supply and wastewater

disposal, funding be included for some expatriate management of the system after

completion. Funding for training of local personnel, both formally and on the

job, to take on the responsibility of management and operation of the system

should also be included.

Table 6 presents a sumnary of the adequacy of the water supply, sanitary

disposal of human waste, solid waste disposal and vector (rats, flies, and

mosquitoes) control problems in the 20 islands surveyed as a part of developing

this health plan. This represents about 82% of the total population of the

Marshall Islands served by the facilities which were evaluated in this survey.

The adequacy of fresh water supplies in all the outer atolls was mainly

based on approximate sizes and numbers of rainfall catchments and cisterns or

tanks related to the number of people served and the rainfall amount, except for

Enewetak where the sizes were measured and numbers determined. A water

consumption of 20 gallons per person per day was used for the Marshall Islands.

This value is low because water is usually not used for flushing toilets,

watering lawns or running washing machines etc. and there is partial substitution

of drinking water by the use of coconuts and bottled and canned beverages. In

spite of low water usage, during low rainfall months water shortages often occur,

especially if there are no reserve or emergency storage tanks or cisterns on the

island.

No sanitary surveys of potable drinking water have been done on the outer

atolls. Poor sanitary quality on these islands was assessed by observation and

by questioning the health assistant and/or magistrate.

Only 4 of the 20 islands surveyed had adequate reserve or emergency storage

capacity while at least 7 were inadequate to meet present needs, at least not at

20 gallons per person per day. Ebeye’s water usage has been only around 10

gallons per person per day over the last 2 years and they still have to buy water

from Kwajalein Missile Range almost every month. When the new airport catchment

in Majuro is completed along with the new expanded reservoir about 20 million

gallons per nmnth can be caught and stored which is more than adequate for the

present population. But in order to adequately deliver that water (in quantity

and quality) the distribution system will have to be repaired and replaced

(possible funding from Comnunity Improvement Grants appropriated by the U.S.

Congress, U.S. Housing and Urban Development Grants, etc.).

quest-

total

he sanitary quality of the potable water systems in Majuro and Ebeye is

enable. The free residual chlorine level should be tested daily and the

coliform bacteriological test 2 or 3 times weekly. This increased

10
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TABL. 6

A sumnaryof the EnvironmentalHealthSurveyconductedIn thetlarshallIslandsduringOctoberand November1980.
Atollsand Islandsllstedwereon.site surveyedextentfor Klliwhichwas bv Informanton the radio. Numbersor

All of the
symbolsin ( )

are

Ate”

uncertan or variable. A plus (+) symbolindicatesthat a~arameter is-adequateand a minus (-) inadequate.

1s and
Sampled

slands Estimated No. per Uater Suppl Toilet Facilities Solid Haste Vector Problems
Population dwelling ++adequate w WaiIequate wit~ Oisposal II - rats

unit reserve storage water seal F - flies
(lpoor sanitary H - mosquitoes

condition

Utlrik - Utirik 380 R, F, H

Nejit 267 7.2 + + +to. R

Likiep - Likiep 200 5.7 +to- n++ +

Uotje - Uotje 310 8.6 ++*() + R, F, M

Maloelap - Tarawa 60 6 + R, F, M

R, F,M
R

Najuro- D.U.D.
- Laura

10,000+ 11
2,500 9.6

++to -, (o)
+to- +

Arno - Amo
- Illlen

l’iili-Hill
- Takewa

265
100 + Jj” (3

-8
-9 ;

+

tto-
+

R, F,M

R, F, M
R, F,M

R, F++

+to-

Kili 500 + 5

Jaluit -Jaluit
- Emidj

Ailinglapalap - Airek

4oo+(perm)*7
200 + 8

+

-9 0
R, F, M
R, F, M

R, F,M

+

+to-50(3 + NA + +

Kwajalein - Ebeye

U.jelang - Ujelang

8,000 + 13 -9 0 ++to - R, F

5.6
left%!. 1980

+ +to- R

Enewetak - Enewetak
and Hedrln

Rongelap - Rongelap

5.1 ++ ++ #- F
L?. 1980

230 -s o’ . - R, F,M

are 700 - 750 boarding students on the Island.* In additionthere
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--~it~ring at Ebeye may require additional manpower beyond the 2 that are needed

now. Some lab equipment and supplies would be needed to perform the total
.- coliform test. Also there needs to be a plan and trained personnel for routine

cleaning and preventive maintenance of public water system cisterns, storage

tanks or reservoirs and pumps (possible U.S. Environmental Protection Agency

funding for this program).

Even though the water supply and wastewater systems in the urban centers of

Majuro and Ebeye have inadequacies and many problems, many reports and

considerable funding have been or are being directed to these systems. However,

in many of the outer islands the problems are just as great (see Table 6) but

little attention has been directed to them in terms of comprehensive studies and

funding. A complete potable sanitary survey with bacteriological testing should

be done on all the outer islands. Along with this survey and testing, an

evaluation and report of the needs for upgrading toilet facilities to a minimum

of one water seal pit privy per houshold (or dwelling unit) should be done except

where low densities may make the traditional beach use adequate. Currently the

EnvironmentalHealth Division has a program for upgrading the toilet facilities in

the outer’islands but due to higher priorities, and pressures from the central

urban areas, little progress is being made.

c
. It is recommended that current Environmental Health staff and potential new

,..
recruits be identified to obtain professional training equivalent to

certification issued by the Fiji Health Inspector Program. Funding for this

training could be made available through World Health Organization Fellowships,

legislative appropriations, regular educational scholarships and through funds

designated for this purpose by this health plan.

There is also a need for improved coordination with the primary caseworkers

(medex and health assistants) in the outer islands to aid in sanitation programs

and education. To at least partly effect this it is recommended that short

training courses in rural environmental health be provided for the outer island

health workers.

It has been noted that many of the schools do not have basic environmental

hygiene facilities, such as water for handwashing and mtnimally acceptable

toilets. Since the incidence of parasitic and infectious diseases can only be

prevented by methods which interrupt the fecal-oral route of transmission, and

since students cannot be taught or practice these important methods when the

school lacks the basic facilities, it is reconwnendedthat on-site documentation

12
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of the sanitary deficiencies of all tne schools be obtained. These deficiencies

should then be discussed with the Department of Education and a plan for bringing

the schools up to standards will be developed.

Table 6 shows that practically every island surveyed had rats that were

considered to be a problem; most also had fly problems, and about half had

mosquitoes. With proper frequent disposal of solid wastes, the use of water seal

toilets, and the proper covering or screening of water supplies, rats, flies, and

mosquitoes should all be minor problems especially around living areas. It is

recommended that the Environmental Health Oivision treat serious rat, fly, or

mosquito infestations on a case by case basis. One or two sanitarians should be

trained and certified to apply restricted-use pesticides.

There is no building code in the Marshall Islands, which contributes to over

crowding and inadequate sanitation in the urbanized centers. Note that the

number of people per dwelling unit (household) is approximately twice as high in

urban Majuro and Ebeye as in many of the outer islands (see Table 6). It is

recommended that a building code be developed based on a permit system

administered by the Environmental Health Division.

There are indications that toxic chemicals in the form of polychlorinated

biphenyls (PCB’S) have contaminated a storage area (for capacitors and other

electrical equipment) and the public works yard in urban Majuro. It is

recommended that soil samples in the PCB spill suspect area of Majuro and some

samples of reef fish in the lagoon nearby be analyzed for PCB’S to determine the

degree and extent of contamination. Then in consultation with the U.S.

Environmental Protection Agency a clean-up program should begin intnediately

along with measures taken to eliminate the problem source of the contamination.

Specific Recommendations

1. It is reccmnended that with the emergence of the status of a Freely

Associated State and the dissolution of the Trust Territory, serious

consideration must be given to the development of appropriate laws, rules,

regulations and/or codes governing the activities and responsibilities of the

Environmental Health Oivision. Also the various Environmental Protection Board

functions will have to be assumed by local staff. The assumption of these

additional responsibilities will result in a need for more skilled manpower.

2. It is recommended that for any major public works development funding

be included for expatriate management until local personnel can be trained.

13



3. It is recommended that in order to adequately deliver Majuro water

(in quantity and quality) the distribution system will have to be repaired or

replaced.
.&-

4. It is recommended that the free residual chlorine level be tested

daily in both public water systems and the total coliform bacteriological test be

done 2 or 3 times weekly.

5* It is recommended that there be a plan and trained personnel for

routine cleaning and preventive maintenance of public water system cisterns,

storage tanks or reservoirs and pumps. ‘

6. It is recommended that a complete potable water sanitary survey with

bacteriological testing and evaluation oftoiletfaci lities should be done on all

the outer islands.

7. It is recommended that a staff sanitaria be hired to be solely

responsible for the outer island environmental programs and inspections and that

funding be

8.

potential

training.

9.

budgeted to cover travel expenses needed to provide this service.

It is recommended that current Environmental Health staff and

new recruits be identified to obtain professional certificate

It is recommended that short training courses in rural environmental

health programs be provided for the outer island primary health workers.

10. It is reccnmnended that on-site documentation of the sanitary

deficiencies of all the schools be obtained and corrections recommended.

11● Since flies, mosquitoes, rodents and other animals feed and/or

breed in the open dumping areas and can carry disease, it is recommended that a

concerted effort should be directed at controlling this problem on a case by case

basis.

12. It is reconnnended that a building code be developed based on a

permit system administered by the Environmental Health Division.

13● It is recommended that soil samples in the PC6 spill suspect areas

of Majuro and

to determine

instituted as

some samples of reef fish in the lagoon nearby be analyzed for PCB’S

the degree and extent of contamination and a clean-up program

necessary.

6. Nutrition Services

Education in nutrition is a relatively new component of health care in

the MarshalIs. On October 1, 1980 the Government of the Marshall Islands

hired a person to train nutrition aides. These aides, 16 in the first

group, will work with the people in the community to promote better
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nutrition planning. The same office will train food production field

workers to help those who want to grow vegetables for their family

consumption.

The Community Action Agency, a private organization, offers a family

nutrition education demonstration program. They also offer an aging program

which is primarily nutrition related.

The Department of Education has a health education program for all 10th

grade students that includes a nutrition component. It also provides

breakfast and lunch to all elementary and high school students and supper

to boarding students at Marshall Island High School in Majuro and Jaluit

High School. The Head Start Program offers breakfast, lunch, and a snack to

children in that program. They also offer weekly meetings with parents to

teach them about nutrition, child development, child health, etc. It is

difficult to assess the impact of these programs.

Recommendations

1.

2.

3.

4.

5.

7.

Maintain a nutritionist as a regular component of the division of

Primary Care with responsibilities for evaluation, education and

promotion of nutrition programs.

Collect basic nutrition data so it can be evaluated and utilized in

health planning.

Develop inservice education for health workers on the role nutrition

plays, along with appropriate recommendations, in childhood diseases,

pregnancy, hypertension and diabetes.

Develop community nutrition materials and programs for use over the

radio and through cormnunitygroups.

Encourage more research and development into food production methods

appropriate for the atoll environment. Included should be

coordination of nutritionists and agriculturists to introduce more

fruits and vegetables into the diet. Reconwnendationsfor improving

food production are on file at Loma Linda University.

Social Problems

In an attempt to meet the needs of the Marshallese people, services are

provided by the Governments of the Marshall Islands and the United States,

church groups and leaders, outside professional consultants, and local

volunteers working in special projects.

15



The Department of Public Safety

pertaining to safety and crime prevention,

J’ c

provides educational programs

youth work programs, and Police

Athletic Leagues for adolescents throughout many of

no juvenile probation officers on Majuro but Ebeye

with adolescents. Seventy-nine police officers work

are women.

the Islands. There are

has 2 officers working

on Majuro, four of whom

The Department of Social Services has five divisions of services. 1)

Food Services for school programs and the Needy Family Distribution Program

for families with low or no income. 2) Housing Services provide funds for

low cost housing and assistance with housing construction. This service

also administers Grant-in-Aid financial help programs for the outer islands

and a Comnunity Development Disaster Fund. 3) Senior Services includes

Conmnity Center Activities, medical services (health care, dentures and

glasses), and a nutritional program. 4) Adult Services conduct women’s

workshops on parenting, nutrition, budgeting, First Aid, Leaderships

skills, etc. 5) Youth Services sponsors recreation and sports activities,

handicraft classes, music groups, Youth Conservation Corps, Boy Scouts and

Girl Scouts clubs, and employment counseling services. The local radio

F station runs a weekly program by the Department of Social Services that
\. focuses on information and educational comnents about its services.

Local churches, church leaders and several private volunteer groups

have developed service projects for a limited number of people in all age

groups. They support food programs, recreatio~, groups that resemble

Alcoholics Anonymous (Kw~”alein) and Fighting Alcohol In the Marshalls

(F.A.I.M.), amen’s group in Majuro. Ebeye has had an Al-Anon program for

several years. Other service programs include educational and work projects

(handicrafts) and a women’s group on Ebeye called, ‘Voice of Women” which

raises money for hospital equipment and medical supplies or the local

hospital.

Recommendations

1. Establishment of a Task Force of Marshallese and chosen consultants to

develop guidelines for the implementation of social and mental health

programs throughout the Marshall Islands.

2. Establishment of workshops/training programs to train health workers

in social and mental health activities, and include these activities at

each clinic and hospital throughout the islands.
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3.

4.

5.

6.

7.

8.

9.

Designate facilities (clinic/conference

each hospital for individual or group

rooms and office space) in

meetings and for “t)rop-In”

centers for crisis and long term mental health

Develop mental health educational programs and

Majuro and Ebeye through established telephone

crisis intervention.

services.

“Hot Line” services on

systems for emergency

Develop organizations of elders, adults and adolescent groups

(separate groups for males and females) as support systems for persons

in trouble (educational workshops, discussion and socialization

groups, Big Brother-Big Sister Programs, self-help groups, etc.) to

assist in the development of self-confidence and feelings of group

cohesiveness.

Establish structured vocational skills programs and work activities

for adults and youth to assist in the constructive use of leisure time

and increase feelings of accomplishment.

Conduct workshops on family counseling, parenting skills, family

planning and family life enhancement to encourage village stability

and conwnunityinvolvement in problem-solving.

DeveJop workshops and village-based classes on substance abuse with a

focus on directing personal energies toward constructive projects and

away from destructive impulsive behavior.

Recruitment of village and comnunity leaders to transmit knowledge of

traditional folk ways to younger generations through comnunity

meetings, projects, picture and art shows at schools, and at community

centers on special “Folk Day” holidays.

c. Clinic Services

1) Present Status

The present status of the clinical services delivered at the dispensary

level in theM.I. was assessed through onsite visits and surveys to22 of the

approximately 63 clinics on about half of the atolls. The exact number of

functioning clinics is not clear since some are not being utilized or are in

disrepair. The maps in Appendix M show where all the clinics are located and

the populations (1973 and 1977 figures) by atoll and by enumeration district.

For this report a detailed analysis of the survey findings is not

included. As mentioned previously, four extensive survey forms were filled

out on each clinic and the island environment - see copies in appendix.

Following is a surnnaryof information gathered from the survey forms.
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a.

b.

c.

~ d.

e.

f.

9*

Generally speaking the number of people served by each clinic is small, ‘

thus the patient load per health assistant is low. The number of people

served per day at the clinics vary between none to 2-3 per day (unless a

flu epidemic is being fought). The low numbers of births and deaths per

month further confirm this fact. In fact, most care is delivered at

homes by house call. Many clinics have a total population to be served

of less than 200, few attain 500 or more.

The most frequent types of problems seen by the health assistants are

those problems conunon to children and mothers, plus some chronic

problems of older people (among which diabetes and hypertension are the

most conwnon). It is not surprising then that health assistants list as

most common symptoms the following: flu (upper respiratory), headache,

stomach, fever, diarrhea, skin problems, toothache, and diabetic

problems (insulin shots).

Though from the patient loads it would appear there are too many clinics

for numberof people served, remoteness, bad weather, lack of transport,

and poor supervision are all conmonly a problem making effective access

to health care, even to another island clinic on the same atoll, not

always possible.

Real medical emergencies needing inmediate evacuation to a secondary

care facility are unconwnon. For some clinics it has been as low as once

in three years. Waiting times and access in such cases has been

extremely variable but usually lengthy and costly, if at all possible.

The frequency of visits by supervisory staff for continuing education,

resupply of medicines, and special clinics varies tremendously from

atoll to atoll. It has been totally dependent on the “field ship”

schedule (see transportation-conwnunicationsection).

Medical records at clinics vary between none at some, poor to fair at

the majority, and good at very few. The forms are generally too

complicated and the system has broken down due to lack of supervisory

support and encouragement.

Most of the health assistants visited in the survey are middle age to

old. Most received their training in Majuro from navy corpsmen shortly

after World War II. Their educational level is low (3-5 years of

elementary school). Some of the newer recruits have high school

education and have-been trained in a nine-month health assistant program
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in Majuro under Alec I(eju. This program is presently shut down due to

lack of funds either for training new health assistants or continuing

education. Many health assistants in the field have not had a

continuing education session for as long as ten years.

h. An attempt was made sometime in the past to have health assistants

deliver services through regularly scheduled special clinics i.e.

well-baby, pre-natal, etc. This generally broke down due to the small

numbers of patients seen and inefficient use of the health assistant’s

time. Most health assistants have fallen back to going to the patient

when called for by a family member instead of holding clinics at

scheduled times. It appears that the community generally knows where to

find him if he is needed.

2) General Recommendations

a. Expanded role of worker:

In the section on “public health” (see section B) an outline of the

various service needs in the areas of preventive, promotive, and curative

health was presented i.e. health education, maternal and child health, social

problems, etc. It was recommended there that separate specialized supporting

technical staff be provided at the central level to be responsible for

planning and managing these services i.e. a “health educator” to plan and

direct health education activities, a “sanitaria” in environmental health,

“public health nurse” in maternal and child health and inununizations,etc.

Yet at the implementation level in the outer island clinics the emphasis

will be on having the main primary care worker assume the “integrated” role

of delivering all types of services - health promotion and prevention aswell

as curative services. Furthermore, it is felt that specific kinds of

services (be they curative or preventive) should not be delivered by means of

specialized clinics at limited times and days i.e. “well baby clinics” on one

day and “family planning” on another day. In sunwnary,the health worker at

the primary care level is to serve an “integrated/expanded” role - he is to

be the implementor of all health activities at the local level, and the

patient will be able to receive a full-range of services at any particular

time the clinic is utilized during its regular hours.

In practice this will mean the primary care worker will spend his time

in the following manner: A certain specified number of hours each week will

be spent at the clinic during which time an individual patient may come and

receive general health services of both preventive and curative types

including:
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2.

3.

4.

5.

6.

7.

8.

9.

pre-natal services

delivery and post-partum services, and other obstetrical and

gynecologic services

child health services (for children of all ages not just “under-fives”

or “school age”, etc.)

prevention/detection services for all desiring them i.e. inununization,

detection and prevention of malnutrition, health education, screening

tests for hypertension, hearing 10SS, etc.

communicable disease control as well as education i.e. parasites, TB,

leprosy

health promotion counseling services i.e. smoking, alcohol, drugs,

mental health

family planning-child spacing services

emergency curative services i.e. injuries, drownings, poisonings

chronic disease problems i.e. insulin shots for diabetics, etc.

b; Organization, supervision and stockingof clinic:

The clinic facility should be stocked, equipped, and organized in

such a way that any preventive or curative service required by a patient

can be delivered efficiently and quickly at one site. To achieve this

several other things need to be done:

1. There is the need for one single “integrated” medical record system

that utilizes individualized forms on which all information can be

written irrespective of the types of services delivered. Separate

forms for each kind of service delivered should be discontinued

i.e. separate forms for maternal health, child health, general

physical, etc. Streamlining of the record system will mean less

work for the health worker and will be more meaningful to the

patient. Accuracy in data gathering should also increase as a

result. In this regard the use of a patient-retained comprehensive

health care form is to be tested. The latter is a system in which

most records are kept by the patient in a plastic bag and carried

by him/her to wherever health services are delivered. This

encourages patient cooperation and means all relevant background

medics? data is always available whether the patient is at a home

island clinic or at another clinic away from home. This system has

been found to work particularly well where the population is

,spatially mobile (as is the case in the MarshalIs). Use of the

radio for data reporting (i.e. monthly visits) is to be tried as

I



2.

3.

4.

5.

d?

well. A sample of a child home based medical record is in the

Appendix.

Medical supplies and equipment (i.e. teaching/counselling aides,

contraceptives, food supplements) must be inrnediatelyon hand in

the premises. Furthermore, the resupply and inventory system

should be tied directly to the patient-care record system.

The primary care worker must be trained in all the skill areas

expected and given the opportunity to practice such an integrated

approach under appropriate supervision. It will be difficult for

this concept to be put in practice by the primary care worker

unless he has seen it work, is convinced it is better, and has the

chance of trying it out.

The need for continuing and timely positive support Md

constructive supervision from the central office by specialists of

several kinds is mandatory i.e. health educators, public health

Nurses, sanitarians, nurse-midwives, etc.

Upgrade the communications system to allow for guaranteed contact

with a higher trained health professional, whenever that contact

is deemed necessary by the clinic worker. This may be through a

walkie-talkie type radio contact with the main clinic where a

“beeper” or other device is always being monitored by someone (the

wife) who can go call the medical assistant. The medical assistant

in turn will be the main contact person with the central facility

in Majuro or Ebeye if an emergency call for referral or

consultation is required. At all times of the day the medical

assistant will have a supervisory medical officer or physician on

call at Majuro or Ebeye to answer questions and to decide whether

referral is needed.

3) Conmwnity Health Activities

Besides specified hours allotted at the clinic for “walk-in” curative

and preventive services oriented to the individual patient, there will also

be other regular periods scheduled for specified community health activities

(these may be on a daily, weekly, monthly or other schedule as befitting

local needs). It will be the duty of the primary care worker to lead out in

such activities as:
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a.

b.

c.

d.

e.

f.

9*

h.

i.

j.

D.

nutrition/health classes at the schocl Gr c,lurch.

special screening days for particlar problems, possibly in conjunction

with visiting health specialists i.e.

1. dental screening (dentist)

2. diabetes/hypertension (intH”niSt)

3. orthopedic problems (orthopedist)

4. eye problem screening (ophthalmologist)

organization of weekly/monthly “clean-up” days, building of latrines,

penning of animals

joint work with agricultural extension agent in food production

extension and education activities.

minimum maintenance/repair of clinic facility and equipment

organization of special activities and classes for the elderly (besides

home health counseling)

statistical surveys/record keeping for assessment of health status and

need

training of conwnunityleaders and other volunteers in basic first aid

and health promotion skills

supervision, resupply and upgrading of traditional birth attendants

Other activities as determined by cotnnunityand health care system

Hospital Services

1. Secondary Care

Majuro: The hospital at Majuro will be the major

health/hospital facility (100 beds) in the Marshall Islands. It is

proposed that the level of care available be significantly upgraded.

This will require major changes in physician staffing, equipment, and

support services from present levels.

With the primary care physician services such as internal

medicine, pediatrics, obstetrics/gynecology, and general surgery,

nearly all of the medical/surgical problems encountered in the Marshall

Islands can be adequately treated at Majuro or Ebeye hospitals. To

provide such services requires not only adequacy in physician services

but all of the support services necessary such as: laboratory, x-ray,

anesthesia, respiratory therapy, critical care unit, etc. Additional

expertise is planned in the manpower section where one extra physician

is budgeted to allow for consultants in specialized areas to make
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periodic visits to Marshall Islands for specialized surgery or medical

consultations. With this plan special problems in the areas of

ophthalmology, otolaryngology, urology, orthopedics, cardiology,

dermatology, etc. can also be adequately treated in the Marshalls

thereby reducing the number of referrals for tertiary care.

Ebeye: The hospital at Ebeye (50 beds) will be staffed and

equipped to provide secondary care but at a lesser level than at Majuro.

Whenever possible complicated cases will be referred to Majuro or

provided by the Majuro staff commuting to Ebeye.

2. Tertiary Care

With the upgrading of medical services at Majuro, it is anticipated

that the referral costs for tertiary care to hospitals outside the

Marshall Islands can be substantially reduced. Most referrals

presently go to Tripler in Hawaii. It is reconrnended that other

facilities, such as Queens, Castle Memorial, and Straub Clinic in Hawaii .

be considered as alternatives. These facilities were evaluated and can

provide complete tertiary ca

surgery.

E. Specialty and Rehabilitation Serv.

1. Dental

Currently the three dental

‘e, including cardiac care and open heart

ces

officers and their supporting staff in

Majuro are providing dental examinations, basic restorative care,

prophylaxis, x-rays and treatment of jaw fractures, minor surgery,

extractions, and health education. In addition, the dental public health

section has attempted three additional services - dental maternal and child

health services, school dental programs, and field treatment programs. The

maternal and child health services are primarily educational, providing

young mothers with information that hopefully will be incorporated into

their child rearing practices. The school and field programs include

examinations, extractions, flouride mouth washer for children, and

education. Though a stated objective, these latter services have not been

made available on the outer islands because of manpower, budgetary, and

equipment limitations. The short and unpredictable duration of field ship

stops (l-2 days) has made them an unreliable transport mechanism for these

services.

(:
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In Suminary,essentialityno dental services are provided outside of the

two urban centers. A traditional lack of fluoride and an increasing

consumption of refined sugar has produced an epidemic of dental disease. A

systematic program of fluoride application, early detection and treatment,

and dietary education is needed to slow down the epidemic. The existing

dental staff may be able to handle the additional work load through

reorganization, but the transportation limitations make this impractical

for many atolls.

Recommendations

1.

2.

3.

4.

2.

Improve the equipment and supplies at Majuro and Ebeye so adequate

secondary level dental care is available at each site.

Add selected manpower (see section IX) to provide for more effective

working ratios.

Develop in-service education, either in-nation or abroad, to maintain

skills in each area.

Incorporate the dental public health functions of fluoride

application, early detection and simple extractions, and dietary

education into the curriculum and in-service education for medical

assistants (medex)

available on outer

Physical Therapy

The services of a

and health assistants so these services can be

islands through the regular health network.

physical therapist are extremely important in the

management of some acute and many chronic conditions. As the categories of

disease change more and more to that found in industrialized societies with

more of the cardiovascular health problems, there is more and more need for

physical therapy services. Services are needed for victims of “stroke” and

orthopedic disabilities. At the present time there is need of physical

therapy for victims of polio with varying degrees of paralysis. There is

and will always be a need for physical therapy services for traumatic

injuries to prevent deformity and maximize residual function. Many

contractures and functional limitations could be eliminated or reduced with

appropriate physical therapy begun shortly after injuries or burns.

24



~11. Support Services

A. Administration

The effective administration of this division is critical to the success

of the health care delivery system. Under this division the purchasing of

supplies, the, providing of preventive and required maintenance, and the

coordination services for health care is domiciled.

to work closely with all the other divisions to

economical and efficient manner.

In the discussion which follows each area is

lnls alvlslon wII

meet their needs

defined providing

1 have

in an

their

respective concerns and responsibilities. The general area of support

services has been a major problem for the present health delivery system. It

is felt that by having the support services as a free-standing division a

more uniform and efficient system can be put into place.

B. Supplies

Supplies have been a perpetual problem for the Marshall Islands health

care system. Because of

discontinued, compromised

At or near the root

consistently paid and the

discontinue service to the

the lack of supplies some services have been

in quality, or delayed in delivery.

of this problem is the fact that bills are not

outstanding debts have caused many suppliers to

Marshall Islands. This has resulted in shortages

in various areas frca time to time, both in the hospitals and outlying

clinics and also in premium prices being paid for those supplies which are

purchased.

Another

distribution,

of monitoring

difficult area is that surrounding the inventorying,

and consumption of supplies. There is essentially no system

and control, particularly with the outlying clinics, but also

in the hospitals. There have been times when departments would need certain

supplies and they have been told that there was none, only to discover later

that a significant quantity was on hand. The Adventist Health Services has

recently begun working on this problem by taking complete inventories of

their hospital supplies.

Delivery of supplies to outer clinics has been a problem from time to

time since it is largely dependent on the copra field ships. These ships

routinely make stops at the various atolls for the purpose of picking up

copra, but can be used to carry supplies to the atolls. Their schedules,

however, are somewhat tentative, and breakdowns periodically occur which

can drastically alter their arrival.



Some ‘mproveriienthas came dith the initiati~n cf service from Air

Marshall Islands. This is used and should continue to be used only as a

supplementary means of distribution since it is significantly more

expensive.

Recommendations :

1. The problem of not reimbursing suppliers should be taken care of

through the administrative structure suggested in section IV. With

these suggested changes it should then become more feasible for the

funds budgeted for supplies to be available for prompt payment of

invoices.

2. A separate department should be set up independent of the hospitals for

the organization, coordination, and control of the supply function for

hospitals and clinics. The person in charge should have sufficient

expertise and experience to handle the inventory control and supply

system for a health care system of this size. The physical location of

this department can remain at the hospital provided adequate storage

space exists.

3. Development and maintenance of standard inventory lists for each of the

hospitals and outlying clinics. One list could be developed for use in

most of the clinics since their situations will most likely be very

similar to one another. Lists such as these would make it very easy

for the community health worker or health assistant to determine which

supplies they are in most need of. This same reasoning would also

apply to the hospitals. As new supplies are adopted, additions and

deletions should be made to keep the list up-to-date.

4. Development of usage patterns related to workload so as to be able to

establish standing orders of some supplies and anticipate needs of all

units.

5. Biweekly communication between the central supply depot and outlying

centers with regard to needed supplies so that the central supply depot

can make use of all opportunities to keep the outlying units supplied.

For example, a particular clinic may be running low on a particular

medicine due to a local epidemic. If the central depot is kept aware

of the situation, alternate emergency shipments may be arranged for

through private boats or through Air Marshall Islands.



6. Shbcmtract th: purchasing of supplies to a group purchasing

organization. With the current contract between the Marshall Islands

and the Seventh-day Adventist Church a likely organization would be

Adventist Health Services West in Glendale, California, although there

are other organizations who could also serve this function. This

should result in lower prices and better servicing. At the same time a

regular delivery schedule should be worked out for the delivery of

supplies to the Marshall Islands via Matson Lines and Nauru Shipping.

By using both of these carriers adequate supply levels should be

maintained. Should any emergencies occur air freight could be utilized

with either Continental Airlines or Military Air Cotmnand through

Kwajelein.

c. Maintenance

One of the factors limiting the level of health care delivery is the

inadequate maintenance provided for the physical plants. Lack of maintenance

has led to such problems as leaking roofs causing damage to supplies;

deteriorating machinery in laboratories and other departments causing poorer

quality tests and services (i.e. hemodialysis); and breakdown of

refrigerators resulting in decreased storage capacity for perishables and

therefore a decrease in activities which depend on the use of perishables

(i.e. lab tests, medications). Other areas which have suffered are the

emergency electrical system, the plumbing system at Ebeye, and the air

conditioning at both hospitals, to name only a few. In a climate such as the

one found in the Marshall Islands where the salt air is highly corrosive, and

the general quality of public utilities is substantially less than that

generally encountered on mainland U.S., it becomes increasingly important

and in fact imperative that a top quality maintenance program be developed

for the hospitals in order to maintain the desired level of health care and

keep capital costs to a minimum.

Currently the maintenance is being provided by the Public Works

Department of the Marshallese Government. This, however, has been

unsatisfactory from the hospital’s perspective although probably

understandable since the Public Works department has many other

responsibilities, limited budget and it would bedifficlt for thereto provide

the special service which the hospitals require.

3
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It is suggested

departments completely

their equipment. They

in the hospital and be

come. Some equipment

however, much of the

locally.

thzt the hospitais develop

dedicated to the maintenance

&-’{

separate maintsn?nce

of the hospitals and

can be trained to handle the special equipment found

ready to deal with the emergencies which invariably

will obviously need to be sent out to be repaired;

routine preventive maintenance should be provided

In support of this, the budget which has been allotted to Public Works

for maintenanceof the hospital should be reallocated to the hospital for use

in the support of its own department.

An alternative to the health care system providing its own maintenance

would be to contract out to an organization such as Global Associates for all

maintenance work or some of the maintenance on certain more technical pieces

of equipment. A study should be done to see which would be the more cost

effective and efficient. A third alternative which could be done in

conjunction with either of the preceding two would be that a contract could

be arranged for the training of specialized repair technicians. The latter

would facilitate the ability of the Marshallese to eventually handle their

own health system by themselves.

Recoimnendations

1.

2.

3.

4.

5.

Separate the

include it in

would be paid

maintenance budget from Public Works

the health care budget. Work performed

from the health care system.

Department and

by Public Works

Examine potential for a training contract with Global Associates to

prepare personnel to perform more technical maintenance activities.

Capital expenditure should be made to bring the facilities and the

equipment up to an acceptable standard in each health delivery location.

Outer atoll clinics should be equipped to perform simple routine

maintenance on their equipment and facilities, and one person on each

atoll should be trained to perform the necessary duties.

The hospital in Majuro should be established as the central location to

send the more difficult repair problems which cannot be handled on the

outer atolls. (It is expected that some repairs cannot be handled in

Majuro will need to be sent out of the Marshall Islands.)

(



D. Transportation

Patients must be moved from out islands to regional clinics and

hospitals at Ebeye or Majuro for both routine referral and in emergencies.

Occasionally they must be transported to tertiary care centers outside the

country. Clinics must be resupplied. Senior medical staff need to make

supervisory visits to the clinics and special task public health teams must

visit schools and communities. Personnel need to be rotated for vacations

and continuing education. Preventive maintenance visits to each facility

must be made on a regular schedule.

Present System

Government field ships visit the out islands on a semiregular schedule to

collect the copra crop. On a space available basis, they provide transportation

for health personnel and patients. Visits to some islands are made no oftener

than every four months or even longer when equipment is not available or weather

adverse. With very few exceptions transport between islands of an atoll must be

by private boat or canoe. Airstrips served bySTOL aircraft of the Airlineof the

Marshall Islands are operational on Majuro, Ailinglapalap, Enewetak, Likiep,

Mejit, Meloelap, Kwajalein, Ebon and Wotje. In an emergency, priority transport

is available by AMI from these islands. Ships within Marshallese waters may be

diverted at a cost of $1200/day to transport critical patients either to the

nearest airfield or hospital. Transportation to tertiary care centers is

available through Air Micronesia. The present intralagoon system is being

expanded by the addition of government lagoon boats under the control of the

magistrates and available for all government transportation needs including

those of the health care system. Airstrips are scheduled for completion within

the next 24 months on all atolls with enough space. These expanded facilities

will provide transportation most of the time for most of those needing

Recotnnendations

1. As far as possible, the Health care system transportation needs

it.

should be

filled by existing government field ships and airline. Special task teams

may require chartered transport. The Marshallese Government should be

encouraged to complete the planned airstrips and lagoon boat systems as soon

as possible.

5



E. Communication

The very large geographic territory served by the health care system of

the Marshall Islands creates unusual communication requirements. Health

Assistants need consultation hours with their supervisory medex (medical

assistants). Typically these can be scheduled at specific regular times.

Supply requests may be forwarded to a central logistics support facility at

similar scheduled times. The conrnunityhealth aids also need to communicate

with their supervisors in emergencies at unexpected and unscheduled times 24

hours a day. Communication links must be reliable and available at all

times.

Present System

Telephone systems exist only in the urban areas and do not extend to the

outer islands. Written conxnunicationsare restricted by the transportation

system. High frequency single side band transceivers powered by gasoline

generators were installed in manyof the outer island clinics and in magistrate’s

offices. The harsh marine environment and operating conditions have resulted in

rapid deterioration of equipment. Most units have been returned to Majuro for

repair. The highest priority has been given to the magistrate’s radios. None of

the clinics now have radios. Those clinics near a magistrate depend on his

radio. A few borrow (rent) privately owned walkie-talkies to relay requests to

the magistrate on their atoll for forwarding via his radio to Majuro. But many

are now without communication capability except by word of mouth or field ship.

Reliable conmwnications using the current high frequency equipment is possible

only part of the time because of atmospheric disturbances from storms and varying

skip disturbances caused by variations in the ionosphere. Under these conditions

messages can be relayed from one station to the next. But this is practical only

at scheduled net times when all stations are attended. For emergency

conwnunicationsat other times only one unmanned station blocks the relay of

messages. No attempt is made to man all of the stations except at the weekly

scheduled net times. Plans to restock the clinics with new high frequency

transceivers will not resolve these problems. A multichannel solar powered VHF

system is being discussed, but will still have incomplete coverage, requiring

relaying of messages. Highest priority will still be for services other than

health.

6



Recommendations :

.,

Conwnunicationsreliability 24 hours a day, 7 days a week, over a region the

size of the Marshall Islands can be achieved most effectively using

geosynchronous satellite-based systems. Numberous problems - political, policy,

and budgetary - appear to be delaying installation of such a system. A hard wired

system appears unrealistic due to low density use and cost of a submarine cable

network. Until a satellite-based system can be installed, high frequency radio

cormnunications must be restored for the outer island clinics. Preventive

maintenance must be provided on a regular basis. Defective units must be

replaced with loan units until repaired. Communicative links must not be

disrupted if adequate consultation and emergency service is to be provided.

Conmnication modes at secondary care facilities and supervisory sites must be

monitored continuously for emergency traffic.

,,



L----

‘{:11. Health Facilities

A. Clinics

(.

1) Present Status of Facilities/Equipment/Supplies

As part of the “health resources” survey at

inventory of equipment, facilities, and supplies was

are available from the Loma Linda University team

here due to lack of space. Copies of the forms used

each clinic visited, an

done. (Detailed results

- they are not included

for the inventory are in

Appendix G). Briefly the present status is as follows:

a.

b.

c.

d.

e.

f.

9*

All clinic facilities need some repair of windows, doors, roofs, etc.

Some may need total replacement.

Very few havd functional toilets, washing facilities, or water

catchments.

Not one functional refrigerator was found though many clinics were

issued one. Many had never worked because the health assistants did not

know how to light the kerosene wick element or insert it (most wick

elements were damaged). Fuel was often not available even if the

refrigerator had worked. Most of the refrigeratorswere too large and

complex for existing needs.

Very few of the beds, mattresses, and examining tables were in good

condition (rarely do the examining tables have stirrups for

deliveries).

Common health assessment tools and equipment such as otoscopes,

stethoscopes, blood pressure cuffs, scales, etc., were either never

issued or non-functional.

Sheets, towels, and other linen were largely non-existent.

The medicine and medical supply situation varies tremendously with the

clinic though the most comnon situation is the following:

1) No family planning supplies (intrauterine devices, condoms, pills,

etc.) were found anywhere.

2) Expendable supplies such as splints, bandages, adhesive tape,

cotton, bandaids are very seldom in enough supply.

3) Often clinics are over-stocked in some items i.e. intravenous

solution and yet few have syringes (particularly diabetic

syringes)

4) Many medicines were out-of-date or unused, often because the

health assistant did not know what they were for.
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5) Blood press::re, diarrhea, skin and eye medic<nes were cften

totally lacking or inadequate.

6) Continuing education and supervision in areas of medicine use and

equipment maintenance is lacking.

2) Recommendations:

a) Physical plant:

One clinic site on each atoll should be designated for upgrading to a“health

center”. The present size and design of the newest Hill-Burton clinics (about

1000 sq. ft.) is more than adequate for a “health center.” Additional building

of an open-air “group-meeting place” for health education group activities, group

irmnunization,pre-natal classes, is needed at most facilities. This can either

be attached to present structures or built separate out of local material

(thatch). It should be at least 30’ x 30’, open at sides (for good lighting and

ventilation), have a large work table, and wooden benches (or raised seating

built in slab concrete around edge).

In addition to the main clinic building (as in the Hill-Burton type) and the

“group meeting area,” the only other building need is for adequate housing for

the medical assistant and his family adjacent to the clinic (unless it is

available as part of the clinic structure itself). This dwelling should not be

extravagant, but attractive, and large enough for a growing family. Good housing

will be a principle motivating factor to induce medical assistants to accept

posting to the outer islands.

The present Hill-Burton Clinics are designed with:

1. three patient rooms (with cabinets for storage and sink)

2. one small office/reception area

3. one medicine storage and/or examining room

4. combined kitchen and sleeping quarters for the health assistant

(could be used as additional holding area or for delivery of babies)

5. indoor bath/water-seal toilet facilities for patients and health

assistant

6. water storage tank and tower (for running water)

7. outdoor water-seal toilet (separate for outpatients)

With additional attached or separate housing for the medical assistant and

the group meeting shelter, the present Hill-Burton clinic design is adequate.

Some of the atolls already have these new Hill-Burton facilities in the right

places (near the population center and where airport is to be) i.e. Arno-lne

Island. Many poulation areas, unfortunately, do not have adequate facilities or

they have fallen into disrepair.

2
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Some of the new?- ViI?-Burton c?inics WV?

patient load. The possibility of dismantling and

Hill-Burton clinics should be explored. At least 1/2 - 2/3

clinics will probably need rebuilding. At all “health center”

upgraded housing for the medical assistant and the group meeting

needed.

these misplaced

of the present

site additional

shelter will be

Thus it is estimated that 21-25 atolls and islands will need Health Centers

(some may need two because of the size and remoteness of islands within the

1agoons). Probably 5-7 of them are presently adequate except for minor repair,

leaving 16-18 needing total replacement. Some of the smaller atolls and islands

(which will only have health assistants due to low populations) wil1 need only a

small clinic and many already have one i.e. Ujae. Some criteria are stated below

for the physical facilities, along with preventive maintenance suggestions and

some equipment recommendations.

Recommendations:

1.

2.

3.

4.

5.

6.

It is recornnendedthat the clinic size be maintained at about 1,000

square feet maximum.

Alumninum (preferably) roofs should be used where possible.

Furthermore this roof should be used for water catchment, draining to a

cistern of sufficient dimensions to provide for dependable fresh water

year round.

Water seal toilets must be provided, both for patients in holding beds,

and outpatients MO need a separate facility.

Windows and doors must be of a low maintenance type and of considerable

durability. Plastic is strongly recommended. Fiberglass products,

especially in the medicine cabinet areas, are the desirable choices.

Plumbing must be plastic, with all the fittings preferably plastic also.

Pumps to raise water to tanks must be the simplest possible and

materials for maintenance must be available locally.

The two present superclinics are oversized and underutilized. It is

recormnendedthat a standard size clinic-health center be built to serve

Jabor on Jaluit and the Wotje/Wotje population center where

superclinics are now present. The existing physical plant on Wotje

could be used for other comnunity services.

Preventive Maintenance needs :

1. A preventive maintenance schedule must be provided with the equipment,

and the health worker

preventive maintenance

on Majuro are needed a“

trained to maintain the equipment. Occasional

checks from the central support service section

so.

3
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2. Health personnel will be accountable and responsible for maintenance of

their clinic. Trained personnel will be utilized in a supervisory

capacity for on site visits and specialized repairs,

b. Equipment

The equipment and supplies at present are negligible to non-existent at

the clinics. Those that will be upgraded to health centers will need the

following:

Equipment (medical assistant level):

3-5 holding beds (with heavily protected mattresses)

1 delivery/examining table (aluminum frame)

*1 small refrigerator (kerosene or solar)

small desk and file for health worker

2 sterilizers (one back-up)

medical records box (with extra records, forms)

portable emergency med/equipment kit (to take with him at all times) .

plastic adult scales (with height measurement device)

generator and/or solar panels with storage batteries

~radio + “beeper” SySteril

plastic baby scales - salter (sling) type (2)

fiberglass cabinets for medicine storage (built specially to accommodate

the required inventory and to make resupply and reordering easy)

solar powered light in clinic plus back-up gas lantern

for night emergency work

field microscope kit (comes in own box with needed reagents)

vision chart (2)

obstetrical delivery kit

otoscope (2)

ophthalmoscope (2)”

reflex hamner (2)

blood pressure cuff (2)

stethoscopes (2)

fetoscope (2)

tape measures (2)

small blackboard on tripod

flip charts

slide/filmstrips (2)

models i.e. for prenatal classes

gardening tools (kitchen garden)

work tables (2)
4
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rough benches (~)

plastic heavy duty chairs (6)

local stove and fuel (for food demonstration)

assorted pots and pans (for food demonstration)

(optional) sewing machines and other craft tools

*The small refrigerator should be electrically powered from a solar rechargeable

battery, and of sufficient volume to hold the vaccines and insulin. However, it

should be too small to be used for holding fish, coconuts, melons, etc. It must

be plastic and of entirely non-corrosive materials.

**The radio for each clinic should be solar-powered as well (with possible

gasoline generator back-up) and environmentally protected in a watertight case.

A “beeper” system should be provided to establish when the unit is being called.

It is suggested that a watertight flashing light and bell system be utilized.

c. Basic supplies & medicines:

The supplies and medicines needed by the medical assistant will fall

into the following categories (an expanded list is in Appendix J).

linen/towels, etc. for beds

splints

dressings

bandages

contraceptives

pain medicine

antibiotics

parasite medicine

eye/ear medicine

skin ointments

oral dehydration packets

diarrhea medicine

blood pressure medicine

diabetes medicine

toxic coral stings i.e. epinephrine, benadryl

syringes (including insulin)

needles

other

5
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d. Location of “Health Centers”

The present location of clinics is given on the maps found in Appendix

M. A minimum of one “Health Center” should be located on each of the 21

atolls/islands listed under “health manpower”. The main clinic-health

center should be on the island within the atoll that has the largest

population concentration, and be near to the either existing or proposed

airport (for medical evacuation of patients). Where the atoll does not

foresee getting the “lagoon boat service” implemented (as planned by the

government), or, where the distance is too large and weather dangerous during

times of the year, then an additional “health center” may be warranted.

Where to place them should be decided in 5-7 years when the initial centers

are well established. In the meantime health assistants working out of

existing clinics should continue to function in these remote areas.

B. Hospitals

1. Physical plant

Majuro: The Armer Ishoda Memorial Hospital ~

square feet in area with 88 beds. Because of

environmental problems, not all beds are available ff

s approximately 53,000

poor maintenance and

r use. The same would

hold true for the facility itself. The facility design is quite good for the

climate conditions. No attempt was made to compare or evaluate in terms of

U*S. standards. As compared to other third world hospitals, it should

probably receive a fair rating from a design and condition point of view.

Although in disrepair, the facility itself could be upgraded to

adequately support the level of care anticipated to be provided in the

Marshall Islands. This appears not to be an option, however, as the ground

lease expires in two years and the owner is not willing to renew the lease.

There have been funds ($8,000,000) granted for a new hospital. It is

recommended that the new hospital be a 100 bed hospital with careful

consideration given in the design to meet cultural needs and the

environmental (climate) issue. A U.S. type hospital would not be effective

in meeting these concerns. The hospital must not be over-designed but

designed for a level of health care delivery consistent with that to be

provided. An example of the type off issue that must be dealt with in the

design is the need for a larger than normal recovery and rehabilitation area.

This is due to the large referral area being served and the lack of following

care available away from the hospital.
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There is “ot adequate equ:pment to meet the medical needs ~f the

hospital. There appear to be two major reasons for this deficiency. One,

little or no maintenance; and two, no long-range planning as to direction,

level of care, or future needs. Long-range planning seems to be absent from

most of the present health care system. In buying equipment for the new

hospital, it must be related to the level of care being provided and must

have available support maintenance or it is of little value to the provider

of health care.

Ebeye: Ebeye Hospital is approximately 19,000 square feet in area

with 20beds. The environmental problem has had its toll on the facility and

available beds. Of major concern with the Ebeye Hospital is its design. It

was designed for forced air which is not functioning most of the time.

Because of this design there is no natural flow of air, creating some real

health problems. With some careful planning the plant could be improved to

meet the health care needs it is to serve. As is seen over and over again, a

good maintenance program would do much to improve the situation.

It is recommended that the hospital be expanded to 50 beds with the same

design concerns that were mentioned for the Majuro Hospital. This increase

will be needed to support the higher level of care to be provided and

population increases.

2. Laboratories

Present System:

The hospital in Majuro is served by a small clinical laboratory staffed

by the former chief laboratory technologist for the Trust Territory and five

bench-trained laboratory assistants. This year a Peace Corps volunteer with

American Society of Clinical Pathologists (Medical Laboratory Technician)

certification is helping. The lab assistants have been cross-trained for

each section of the laboratory. Continuing education is provided by the

chief technologist and by participation in workshops at the Ponape campus of

the Comnunity College of Micronesia under World Health Organization

sponsorship. Routine cytology, histology, bacteriology, urinalysis, and

hematology procedures are offered. Only limited chemistries are available.

Blood banking utilizes walking donors. Surgical pathology specimens are

grossed and the micro interpreted by a senior medical officer. Problem

cases, tumors, and special requests are referred to Hawaii for pathologist

consultation.
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Major pr~b;ens include ~ lack cf ~hemical~y ~ure water, iqade~uate

reagent supplies, inordinate delay in obtaining supplies and repairs, and no

mechanism to develop new staff to fill vacancies caused by normal attrition.

Ebeye Field Hospital has two laboratory assistants and is very limited

in procedures available. The x-ray technician is cross-trained to do

Complete Blood Counts and urinalyses. Unofficial assistance from DOEand DOD

project laboratories for needs beyond its capability occasionally are

obtained. Lab service has been planned for the super clincs, but

implementation thus far has not succeeded. Dip-stick or Clinitest tablet

testing for urinary glucose is available in some of the comnunity health

centers.

Recormnendations:

The increased clinical capability planned by adding specialty

consultants to hospital staff and providing some tertiary capability

requires major enhancements to the laboratory service.

1.

2.

3.

4.

5.

6.

7.

8.

(

Senior technologists (American Society of Clinical Pathologists

(Medical Laboratory Technician) or equivalent) are needed at both

hospitals to expand the types of procedures available, particularly in

clinical chemistry.

Chemically pure water must be provided at both hospitals. A permanent

multiple cartridge recirculating filter deionized water system

(Barnstead type) should be installed at Ebeye and is absolutely

essential at Majuro.

Analytic balances, pH meters, and volumetric glassware for preparation

of reagents, standards, and quality control materials should be

available at both hospitals.

Both should subscribe to and participate in a proficiency survey

service.

Additional equipment and instrumentation should be provided to measure

blood gases, enzymes, lipids, and a complete electrolytepanel.

Arrangements should be made for timely support by reference

laboratories for those tests that remain beyond the capability of the

local hospital laboratories.

Normal and abnormal level quality control specimens must be run in

parallel with patient samples.

Budget and time for all lab staff to participate in workshops and other

continuing education activities must be provided.
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9.

10.

11.

12●

3.

Regular preventive maintenance must be scheduled.

An inventory of spare parts for field repairs should be obtained and

maintained.

Replacement of equipment and instrumentation should be planned and

budgeted for an average life of 3 to 5 years. Some instruments may need

replacement even earlier due to the effects of high humidity and salt

from the sea spray.

As superclinics become

they should be equipped

counts, urinalysis, and

Radiology

Present System

Diagnostic x-ray

staffed with Medex or higher level personnel,

to do stool exams for parasites, complete blood

blood sugars.

processed by hand. X-ray technicians were trained initially “

are now giving on the job training to their assistants. They do

studies only. Films are interpreted and brief reports w

facilities are operational at both Majuro and Ebeye.

Fixed instruments are modern; portable equipment obsolete. Films are

n Saipan and

non-invasive

tten by the

ordering physician. Super clinic x-ray facilities are not operational.

Recommendations:

Shielding in x-ray examination areas should be extended sufficientlyto

prevent patients and employees in adjacent areas from being exposed to more

than the allowable dose. Film badge services or other appropriate monitoring

of x-ray personnel should be provided. Arrangements should be made for

periodic reviewof technical quality and accuracyof interpretation of films.

4. Supplies

Up to the present time the hospital at Majuro has been the central depot

for all supplies both organizationally and physically. With the suggested

upgrading of health services at the primary and secondary

become increasingly more difficult. As a result it has been

completely separate division be established to handle all

levels this will

suggested that a

the supplies of

both the primary and secondary health services. While this represents a

change organizationally it is suggested that the physical location of the

central depot remain at the Majuro Hospital. This would mean that the

hospital would no longer order supplies directly from the suppliers but would



instead order them throucjhthe Support Services Oivision and a?l matters

related to the ordering, inventorying, and storage of supplies would be

handled by that division and not by the hospital.

5. Medical Records

The present medical records system is not adequate to meet even minimal

standards. Although color-coded file folders have been ordered, this will

not create a medical records system that is compatible with and supportive of

the primary clinics and their needs as well as those of vital statistics.

There are no easy solutions to the problem given the mobility of the people,

the cultural situation, and the present method of keeping records. In the

design of a system, consideration must be given to retrieval, training,

primary care, vital statistics, peer review, legal needs and requirements,

and quality control mechanisms.

(T‘%’
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IX. HE,4LTHMANPONER

A. Introduction

There are various levels of medical practitioners based on function and

responsibilities involving both the medical and nursing cadres. Primary

medical care is usually rendered by the health assistant whose training

varies from minimal instruction and continuing education given by a mid level

practitioner to a more formal course, often of approximately six months

duration. Approximately 55 health assistants have been trained for duty in

the MarshalIs.

The largest problem at present in terms of manpower is the high

attrition due to retirement and lack of a recruitment system to encourage

young people to enter the system. Incentives to enter the health system are

very low compared to other types of government service. Within a few years

severe shortages of all types of health manpower are to be experienced unless

something is done soon.

In developing medical manpower programs it is important to establish a

scheme of service to enable every qualified person to advance according to

his ability, interest and effort. All training programs, licensing

procedures, work assignments, salary scales, etc. should reflect such a

scheme of service or career ladder. After appropriate periods of service and

work recommendations, selected health assistants could advance to medical

assistants and from there potentially to medical officers. Likewise nursing

assistants should be able to advance to practical nurses and from there to

graduate nurses and on to become bachelor or master degree nurses many of

whcm would become specialists in specific nursing areas such as

administration, education, public health, midwifery, critical care, etc.

In general there are sufficient educational institutions for the

various health manpower needs in the South Pacific areas such that it should

not be necessary to establish any new schools for manpower training programs.

B. Administrative

The administrative structure must

employees will understand the line and

be clearly defined so that all

staff organization. One of the

current problems is that of insufficient authority of Marshallese

supervisors. Many of the nursing personnel report sick or are late in

returning from vacation, sometimes even months late, yet continue to receive
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regular salary checks for dutiss not perfcrmd. In5tructior5 given by work

supervisors are often not carried out.
--,. The incentive and morale of health workers is very low. It is

recommended that salaries and other benefits for health workers be increased

(particularly for those who work on the outer islands) so that new recruits

can be obtained. Rewards, both monetary and otherwise (i.e. awards, bonuses,

position advance) should be given specifically to those medical assistants

who fulfill their “expanded roles”, both curative and preventive, and who

remain in the rural areas. The present reward system favors moving to

Majuro. A great effort should be made so the first priority in equipment,

supplies and supervisory support be given to the outer islands. This will

help change the perception that “only the flunkies” get sent to the outer

islands. Housing, food, and other domestic needs of the medical assistants

must be adequately taken care of as well. It is suggested that the staff

housing on the outer island health centers be better than in Majuro and

provided without rental charge, while in Majuro a rental fee is required.

Perhaps the greatest administrative problem is that of not having

sufficient trained administrative personnel. In mdst developing countries

technical and professional personnel are available before administrative and

support personnel, such as accounting. This often greatly hinders the

progress of the professionals due to inefficient administration and

inappropriate manpower utilization. In the Marshall Islands this situation

exists, compounded by an extreme lack of all personnel including the

technical and professional. It is further complicated by the low incentive

such that at present there are essentially no candidates in training in

nursing schools, medical assistant schools, medical officer schools, or

ancillary medical worker schools.

This situation requires that at present an inordinate number of

expatriate personnel must be utilized. In all such cases it is strongly

recommended that Marshallese counterparts be identified to work with the

expatriate for on-the-job training and experience and that additional

Marshallese personnel be selected for training at appropriate sites.

It is strongly recommended that the organizational pattern as outlined

previously be followed. The specific intent is to emphasize the rural health

component to avoid the all too frequent utilization of 90% of the manpower

and budget for approximately 10% of the population that surrounds the

hospitals. This plan requires the establishment of five offices, each headed

9
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by a strofig,and at present expatriate,

follows: 1) Primary Care/Public Health, 2)

leader. These

Secondary Care

~{

divisions are as

(hospital staff),

3) Support Services, 4) Planning and Evaluation, 5) Manpower Tra

1. Primary Care

This division will be headed by an expatriate physician k

ning.

ith public

health training, with aMarshallese counterpart who is a Medical Officer with

public health training. They would be responsible for all primary care and

public health activities. Their staff would consist of seven medical

assistant or graduate nurse specialists, all of whom would have had public

health training. These personnel would carry out preventive activities in

areas of health education, maternal and child health, conmmnicab?e diseases,

chronic diseases, environmental health and sanitation, nutrition, and mental

health and social problems. The staff would also include two sanitarians and

four secretaries.

2. Secondary Care

As with nmst health care institutional operations, there is need for a

large number of personnel to care for acutely ill patients that require

services 24 hours per day, seven days a week. The secondary care portion of

this health care plan requires by far the greatest number of personnel of the

entire health care system. Hospital management follows amore clear cut plan

of administration and personnel requirements than do rural health care

components. The manpower needs for secondary care can be understood by

reference to the list of manpower requirements included at the end of Section

IX.

3. Support Services

One of the most important components of a successful health care plan is

that of support services. Without supplies, transportation and

cofmnunication,even qualified personnel in the rural areas are unable to

satisfactorily perform their duties. The Division of Support Services would

be headed by an expatriate director and due to non-availability of qualified

Marshallese personnel each of his section chiefs would also need to initially

be expatriates. This includes the Maintenance Officer, the Transportation

and Communication Officer and the Officer in Charge of Supplies and

Inventory. Other staff include pharmacists, secretaries, repairmen, etc.

4. Planning and Evaluation

The Division of Planning and Evaluation is essential for continued

progress and monitoring of health care functions. The head of this division
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‘iouldbe an expatriate Health

statistician/epidemiologist,

statistics officer.

5. Manpower Training

]9

Planner whose staff would include an expatriate

two clerks, one secretary and one vital

The Division of Manpower Training would be headed by an expatriate

medical educator. It is recormnendedthat this division serve primarily as a

facilitator and liasion officer with the various training schools for

medical/nursing personnel. They would assist in recruitment and support of

personnel in training. They would develop educational media and promote

their use. They would be responsible for developing the licensure

requirements for the various medical personnel. They would have a budget for

activities carried out but it is reconrnendedthat the major budgets for

training of personnel and the authority for posting and transfer of personnel

remain with the division responsible for the employment of the individual.

The staff of this division would include two officers and two secretaries in

addition to the head of the division.

c. Medical Practitioners

1. Community Health

The lowest level

Workers

of medical practitioner is that of a conmmnity

health worker. These persons may be school teachers, clergy, conmwnity

leaders, policemen, traditional healers or traditional birth

attendants, etc. who have had limited training. They may be thought of

as “first aiders” or “health promoters” who will render limited medical

care and refer to the health center for treatment by the medical

assistant.

They would provide the simplest of curative medical care and would

emphasize promotive and preventive care. They would have sufficient

emergency medical skills to stabilize a patient long enough to accompany

him to the main health clinic on the atoll to the care of the medical

assistant. They might work out of a small clinic if such is available

but such a facility is not a requirement as they may also work out of a

room in a school or a cupboard in a home.

The Comnunity Health Worker is under the constant supervision of

the medical assistant at the health center on the atoll. He would have

daily radio contact with the medical assistant via intralagoon radio and

means of referral or transportation of patients to the medical assistant

via intralagoon boat transportation. It is recommended that there be a
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community health worker fcr every inhabited island and for those islands

with larger numbers of people that there be one worker for approximately

every 50-75 inhabitants living in the area surrounding the community

health worker.

Their training would primarily be that of “on-the-job training”

usually with a one month course of instruction at the beginning of their

career followed by ongoing continuing education given by the medical

assistant along with his supervisory role such that they eventually have

the equivalent of approximately six months of training. Selected well-

qualified conrnunityhealth workers should receive sufficient training

to be eligible to become health assistants.

2. Health Assistant

At present primary care is delivered on the outer islands by about

55 health assistants, the majority of which were trained after World War

II by Navy corpmen in a short (6 to 9month) emergency medical course in

Majuro. Many of them are elderly and approaching retirement. Their

educational level is low, averaging 3-5 years of elementary schooling,

and their perceived role is limited almost exclusively to “clinical”

medicine. In recent years some additional health assistants were

trained through the public health division on Majuro. These health

assistants are younger, have a secondary school education and will

probably stay in the system much longer. Their course of training was

approximately 9 months also. All of the health assistants work in the

small clinics on the islands and see very few patients.

Health assistants are able to provide more primary care services

than that of a conmunity health worker but still must rely heavily on

the support and consultation of medical assistants who supervise them.

They will utilize more medications in treatment because of a greater

ability to diagnose the simple and conanonhealth problems. Many of them

are able to care for minor wounds including suturing, conduct obstetric

deliveries and care for minor orthopedic injuries as well as carry out

the preventive services such as inmnizations, health education, well

child care, antenatal and post partum care, family planning services,

and the prevention, detection, and treatment of malnutrition.

The supervision of the health assistant is the same as that of the

connnunity health worker with whom they have daily intralagoon radio

5



contact. They also have need of interisland boat transport for referral

when necessary. They usually work out of one of the existing clinics on

the islands although these clinics need not be elaborate or extensively

equipped.

The health assistants on the Marshall Islands have been fortunate

to have an active continuing education program offered by Mr. Arata

Nathan from Ebeye and Mr. Alex Keju from Majuro. It is recommended that

these MEDEX continue in their work of continuing education. Qualified

health assistants after a period of work with good reconwnendationsmay

become candidates for training in the medical assistant course.

Approximately 10 of the younger health assistants are presently

qualified to be upgraded to medical assistants.

3. Medical Assistants

A mid level practitioner functions between the level of a health

assistant or conwnunityhealth worker and that of a medical officer or

medical doctor. He works under different titles based on the name given

by the particular school under which he was trained.

Between 1975-1978 a few Medex were trained by the University of

Hawaii as part of aTrust Territory Pacific Island-wide medical training

program. Medex are mid level practitionerswho have had two years of

training beyond high school. Today there are 10-12 Medex who are

working in the MarshalIs, most at the central facilities at Majuro and

Ebeye as physician extenders, supervisors of special programs i.e.

hypertension, and in the public health clinics at the hospital. They

were trained specifically to work in the outer islands under the

supervision of Medical Officers by radio but this plan has not been

realized because of multiple factors. Those who are working seem to be

highly competent and motivated though somewhat discouraged because of

lack of support.

A training program of similar level is ongoing at present in the

School of Medicine at the University of the South Pacific in Suva, Fiji,

where they are called Medical Assistants. A proposed program of

training offered by the new campus of the University of the South

Pacific in Honiara, Solomon Islands has chosen the name of Health

Extension Practitioners. For the sake of clarity the name of medical

assistant will be used here as this is a conunonlyused designation in

many countries of the world.

6
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The medical assistant is qualified to care for most primary health

care needs, including the more difficult situations that the health

assistants and conwnunityhealth workers refer to him. A vital part of

his work is to provide supervision and continuing on-the-job education

for the health assistants in his atoll. The medical assistant is to be

a full time and fully occupied employee who would have daily contacts

with each of the health assistants in his atoll and also daily radio

contact with the medical officer or medical doctor at the hospital of

his area. Such radio contact would provide consultation for the

management of difficult cases, continuing education of the medical

assistant, supervision of the work of the medical assistant along with a

verification that he is on duty on a daily basis. Daily radio contact

also provides a means of determination of need for and authorization of

routine transport or emergency evacuation for hospitalization for any

patient needing such care. This prevents unauthorized transports or

evacuations and over utilization of hospital services by placing the

final authority for transportation in the hands of the medical officers

at the hospital.

Medical assistants are also utilized to run the outpatient units of

the hospitals with consultation as needed by the medical officers or

medical doctors.

The training of the medical assistant usually includes an entry

requirement of completion of high school followed by one year of basic

science instruction and two years of practical cJ,inicalinstruction in

hospitals and field clinics. The recommended site of such training is

at the new campus of the University of the South Pacific which is being

established at the present time in Honiara, Solomon Islands with the

goal of providing mid level training in the areas of medical care,

education, and engineering. Alternative training site is the medical

assistant program at the School of Medicine in Suva, Fiji. Another

alternative is to reinitiate the “medex” training or develop a similar

training program in the Marshall Islands. The cost effectiveness

advantages/disadvantages of this must be weighed against sending

students to already existing training programs sponsored by member

countries of the South Pacific Region that have experience and knowledge

of specific health needs of the South Pacific Islands.



Another potentla? site for the training of medical assistants is

that of Papua, New Guinea where there is a training program that is

reported to place a greater emphasis on the practical aspects of mid

level medical care as compared to the program at the University of the

South Pacific that may emphasize the academic aspects a little more.

On each atoll the clinic nearest the large population center and

nearest the airport would be upgraded to a health center. This would be

the site of the major part of the primary care rendered outside the two

hopsitals. In some atolls with a large distance between islands or a

long island separating major population densities it will be necessary

to set up two health centers, each one staffed with a qualified medical

assistant. To staff each of these health centers with a medical

assistant and to have medical assistants to run the outpatient

departments of the two hospitals will require approximately 35 medical

assistants. It is reconnended that approximately 10 medical assistants

begin their three year training each year for the next three years and

following that a continuing requirement would be for 3-5 to begin

training each year.

It is reconrnendedthat one full-time medical assistant be located

on each of the following atolls or islands: Ebon, Jaliut, Kili,

Namorick, Mili, Arno, Laura (on Majuro atoll), Ailinglapalap, hlaloelap,

Aur, Nami, Wotje, Mejut, Ailuk, Likiep, Ebadon (on Kwajalein atoll),

Ujae, Utirik, Rongelap, Enewetak, and Ujelang for a total of 21 Medical

Assistants. The extremely small population group on some atolls and

islands do not seem to warrant a full-time medical assistant. In these

cases continued use of a health assistant is reconwnended. These would

include:

Lae,
Lib,
and Wotho.

The following atolls/islands are at present uninhabited and would not

require a health facility:

Jemo Knos
Erikub Taka
Bikini Rongeub
Bikar

8



Medical Officers and Medical Doctors provide the consultation for

outpatient services at the hospital as well as the inpatient care of the

medical and surgical patients. The reconvnended minimum for each

hospital at Majuro and Ebeye is one general surgeon with one or more

general practitioners. As soon as the work load demands and staffing

permits the minimum recommendation would provide one surgeon, one

internist, one pediatrician, one obstetrician/gynecologist and one or

more general practitioners. Such a level of staffing would allow one

doctor to do itinerate service for consultation and continuing

education of the medical assistants on a scheduled visiting basis to

each atoll. Complicated medical and surgical cases requiring more

skilled care or highly specialized services would be referred to Hawaii,

Guam or mainland U.S.A. for tertiary medical care. Such situations

would be few and infrequent.

The supervision of medical officers and medical doctors is done by

the medical director in charge of hospital services and by formalized

scheduled peer-review conferences. A degree of supervision and

continuing education is provided in the form of consultations and

referrals for tertiary care when required.

The training of medical officers is recommended to be at the School

of Medicine of the University of the South Pacific in Suva, Fiji.

Several medical officers in the Marshalls have been trained at this

school but currently there are no candidates in training. It is

strongly recommended that selected candidates be sought and enrolled as

soon as possible. The current program has entry requirements of

completion of high school and passing the University Entrance

examinations. The program is five years, with the first year being

basic science studies on the main campus of the University of the South

Pacific and the remaining four years at the School of Medicine. Of the

final.four years, the first is preclinical basic science followed by

three years of clinical study and experience in medical/surgical areas.

Study is currently being undertaken to expand the training program to

seven years which would result in a fully qualified medical doctor with

the M.D. degree.

9
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5. Medical Gact~pj- generalists and specialists

Until such time as Marshallese personnel can be trained to the

medical officer or medical doctor level in sufficient numbers to staff

the two hospitals it will be necessary to provide such staffing with

expatriate personnel. This will be required for approximately10 to 15

years as there are few practicing Marshal?ese medical officers at

present and none in training in Fiji. It is understood that there is

one doctor in residency training in Guam at present.

D. Dental

As stated previously in this document the three dental officers and

their supporting staff are working in Majuro and primarily serving the

population of that Island. There is need to expand the dental manpower so

that when appropriate support services can be developed i.e. reliable

transportation there will be an opportunity to provide dental services to

the population living outside Majuro. Services need to be provided to all

of the atolls. As in medical practice there are various levels of dental

practice with many functions appropriately provided by personnel who have

less training than that of a fully qualified dentist or Doctor of Dental

Surgery. The Dental Nurses can provide much of the service that is needed

in the outer islands, including extractions and education on proper oral

hygiene. They would also supervise the f?ouride mouth worker, and the

dental nurse assistants.

It is recommended that the dental manpower staffing be

order to provide the services needed to outer islands as well

and Ebeye. The area of dental manpower requirements needs add

and evaluation; however, with only the preliminary data at

increased in

as in Majuro

tional study

present the

following staffing levels are recommended. There should be one fully

qualified dentist (Doctor of Dental Surgery), an expatriate, stationed at

Majuro. There is need for three dental officers in Majuro and one at Ebeye.

Five dental nurses are recommended for Majuro and four for Ebeye with six

dental nurse assistants for Majuro and four dental nurse assistants for

Ebeye. The dental officers and dentist would require two dental laboratory

technicians at Majuro.

The recommended site of training for the dental officers and assistants

is at the School of Medicine of the University of the South Pacific in Suva,

Fiji. It is anticipated that mid level dental practitioner training schools

10
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will also be established at the new campus of the University of The South

?lcitic in I-ioniara, Solcmon Islands and wouid then become the reconvnended

site for such training. The appropriate site of training needs additional

evaluation along with a more extensive survey of dental manpower needs.

E. Nursing

1. Nursing assistants

Nurse aids assist the practical nurses and graduate nurses in

routine care of hospital in-patients as well as with traffic flow and

routine duties in the out-patient department. They can assist with bed

making, bathing of patients, collection of and transport of laboratory

specimens and similar duties that do not require the skill of graduate

nurses. They are supervised by the graduate nurses in charge of the

ward or clinic during that shift.

Their training is on the job training given by the instructors of

the nursing school or more frequently by the administrative nurse in

charge of nursing service at the hospital.

2. Practical Nurses

Practical nurses are able to perform the more complicated routine

nursing procedures and work in specialized clinics or special care

hospital wards.

They are supervised by the graduate nurse in charge of the ward or

clinic or the administrative nursing personnel of the hospital.

Their training is in a six month formal training course for

practical nurses. This training can be obtained through the extension

courses of the College of Micronesia which at present would be

negotiated through Mr. Alfred Capella, the extension service

coordinator, located in Majuro.

3. Graduate nurses

Graduate nurses serve in two capacities, either as supervisory

personnel or as staff nurses. The term staff nurse distinguishes them

from practical nurses. Graduate nurses work in the outpatient and

emergency sections to screen patients, take vital signs, assist during

examinations, change dressings, give injections, prepare wounds fGr

minor surgery, incise and drain abscesses, suture small lacerations,

prepare admitting papers for patients to be admitted and make home

visits. Inpatient nursing consists of standard hospital nursing

11
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services including the administering of medications and carrying out of

doctors orders, provision ui bedsitiecare, assistance to incapacitated

patients, monitoring of critical patients, reporting of symptoms and

reactions of medications to physicians, monitoring of surgical patients

after surgery, assistance at childbirth and delivery of infants, care of

the newborn and care of mental patients.

These services are organized around the wards: medical, surgical,

obstetrical, pediatric and mental. Graduate nurses are responsible for

administrative paperwork including maintenance of patients charts and

processing admission and discharge of patients. They also assist in

interpreting treatment regimes to the patient and family and in

providing health education to patients and families. They are also in

charge of the supervision of practical nurses and nurse aides.

The supervision of graduate nurses is under the direction of the

administrative director of nurses who will then designate a graduate

nurse to be in charge of the ward or clinic for each shift to supervise

all nursing services for that particular shift. At the present time

there is an expatriate director of nurses, on Majuro, with all of the

graduate nurses being Marshallese.

Graduate nurses can be trained at multiple sites. The most connon

site is that of the College of Micronesia. Entry requirements are to

complete high school. The first year of nurse training is at the

cOllf?ge of Micronesia in Ponape ‘where they take physiology,

microbiology and anatomy. The students then transfer to the School of

Nursing of the College of Micronesia which is located in Saipan for

their second and third years of clinical nursing. A well developed

curriculum with specific behavior objectives is followed and

incorporated with the LEGS system (Learning Experience Guides for

Nursing Students by Anne K. Roe/Mary C. Sherwood, published by John

Wiley & Sons, Inc.). A copy of the curriculum was obtained and is on

file at Loma Linda University. The nursing school is connected with an

approximate 100 bed hospital. There is a good library with textbooks,

several nursing journals, and many self-help audiovisual instructional

guides.

At the October 5-8, 1980 meeting of the Board of Regents of the

College of Micronesia it was voted to move the School of Nursing to

Majuro pending the acquisition of land for a school site. This should

be a distinct advantage for the training of nursing personnel for the

12
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Marshall Islands. At the present time the nurses receive their first

Yedr Of tr~inlng In basic science at the College of !!icronesiain Ponape

with the following two years of clinical training at the School of

Nursing in Saipan. Consideration should be given to providing financial

support for the voted move of the School of Nursing to Majuro - pending

the acquisition of land. Until such developments take place the nurses

can be trained at Ponape/Saipan or an alternative site would be the

School of Nursing of the University of the South Pacific located at

Suva, Fiji. Entry requirements there are to complete Form 5 and pass

college entry examinations in three subjects. Since approximately 2000

students apply each year with approximately 80 acceptances, by practice

most students accepted are Form 6 graduates. Two additional alternate

sites are those of the training school in Papua, New Guinea and the new

school being established in Honiara, Solomon Islands.

4. Bachelor Degree Level Nurse (R.N.)

At the present time there are few if any bachelor degree level

nurses in the Marshall Islands. It does not appear that there is a

great need for such at the present time except for the expatriate

personnel. As time goes on some of the graduate nurses could be

selected for advanced training in specialized areas such as nurse

anesthesia, midwifery, public health, pediatric and neonatal care,

surgical. critical care, etc.

5. Advanced Nursing Personnel

Selected outstanding candidates can be chosen for advanced nursing

training which may or may not lead to the Bachelor degree level.

Administrative nurses could be trained at a number of sites and would

probably achieve a bachelor’s or even master’s degree. The same would

apply for those in nursing education. There are advanced programs for

graduate nurses in the specialty areas of public health and midwifery at

the School of Nursing in Suva, Fiji. The year of public health training

provides six months of emphasis on primary care in addition to public

health training, as the public health nurses often provide the primary

care in remote areas that are not served by a medical assistant or

medical officer. Every graduate nurse completing training in Fiji must

also serve a one year supervised internship with four months of public

health, four months of hospital nursing and four months of obstetrical

nursing.

13
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F. Public Health

After considerable study and evaluation it has been determined that the

best plan for the Marshall Islands is to integrate the preventive aspects of

public health with that of the primary care workers. An exception to this

general policy might be to train a few graduate nurses in the special program

offered by the School of Nursing of the University of the South Pacific at

Suva, Fiji as mentioned in the preceding paragraph.

The Division of Public Health would be headed by an expatriate public

health professional who would have as his counterpart a medical officer with

public health training. His staff would have seven specialists who would be

medical assistants or graduate nurses who have received additional training

in public health. The function of these persons would include the following:

health education, maternal and child health, conrnunicablediseases, chronic

diseases, environmental

these specialists there

G. Ancillary Medical

Ancillary medical

health, nutrition, mental health. In addition to

would be two sanitarians and four secretaries.

Personnel

personnel such as laboratory technicians, x-ray

technicians, pharmacists, occupational therapists/physical therapists,

respiratory therapists and nurse anesthetists have been discussed in other

sections, primarily that of secondary care, as most of their services are

needed in the hospitals.

The recommended numbers of such personnel are as follows:

X-ray technologist - 1 expatriate at Majuro
X-ray technicians - 2 at Majuro and 1 at Ebeye
X-ray technician assistants - 2 at Majuro and 1 at Ebeye
Clinical Laboratory Technologists - 1 expatriate at Majuro and 1

expatriate at Ebeye
Clinical Laboratory Technologists - 2 nationals at Majuro
Clinical Laboratory Technicians - 5 at Majuro and 1 at Ebeye
Clinical Laboratory Assistant - 1 at Ebeye
Pharmacy Technicians - 2 at Majuro and 1 at Ebeye
Pharmacist Assistant - 2 at ?4ajuroand 1 at Ebeye
Physical Therapist - 1 at Majuro
Physical Therapist Assistant - 1 at Majuro
Mental Health Counselor - 1 at Majuro and 1 at Ebeye
Hemodialysis-Nurse Technicians - 1 expatriate at Majuro and 3 nationals

at Majuro
Respiratory Therapist/Nurse Anesthetists - 2 at Majuro and 1 at Ebeye
Medical Records Supervisors - 1 at Majuro and 1 at Ebeye
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Medical Records Technicians - 1 at Majuro and 1 at Ebeye
!kd;cal Recarm C;srks - 3 zt ?a,juraa~d 1 d: Etcy2

There are training sites for some of these personnel at the University

of the South Pacific and the College of Micronesia. Since the numbers of

personnel needed in each area are so few, it does not warrant conducting

special training schools in the Marshall Islands other than that of on-the-

job training. Each need must be individually evaluated for the proper

training site and fulfilled with an appropriate participant manpower

training program.

SUMMARY OF HEALTH MANPOWER RECOMMENDATIONS

1.

2.

3.

(7
4.

.,..

5.

6.

7.

8.

9.

10●

Establish scheme of service ladder for upgrading personnel in medical and

nursing cadres.

Improve health manpower administrative structure and develop incentives for

recruitment of health personnel and improvement of morale.

Emphasize and support health care on the outer islands by creation of five

divisions: 1) Primary Care/Public Health, 2) Secondary Care, 3) Support

Services, 4) Planning and Evaluation, 5) Manpower Training.

Select and train one comnunity health worker for approximately every 50-75

persons on the outer islands, and upgrade qualified candidates to health

assistants.

Assign one medical assistant to every atoll,’in each health center.

Begin the training of 10 medical assistants every year for the next three

years and 3-5 every year thereafter. The training to be at the School of

Medicine in Suva, Fiji until the school is established at Honiara, Solomon

Islands.

Immediately select and begin the training of one or more qualified candidates

for medical officer or medical doctor training at the School of Medicine in

Suva, Fiji and continue to enroll two candidates per year for the foreseeable

future.

Select appropriate candidates and begin the training of approximately 3-5

nurses for graduate nurse training each year at the School of Nursing of the

College of Micronesia in Ponape and Saaipan.

Give consideration to providing financial assistance for the move of the

School of Nursing of the College of Micronesia from Saipan to Majuro,

Marshall Islands.

Request the training of practical nurses as needed through the extension

division of the College of Micronesia with the training to be provided in

Majuro.
15
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12.

Select appropriate candidates from the graduate nurses fcr advanced training

in nursing in the areas of midwifery, public health, mental health, nursing

education, nursing administration, nurse anesthesia, critical care, surgical

specialty, pediatric and neonatal specialty, etc. and send to individually

selected sites for appropriate participant training.

For every expatriate serving in health care select aMarshallese counterpart

to work with the expatriate for experience and training and select an

additional candidate for participant training in that area of expertise to be

trained abroad at individually selected appropriate educational

institutions.

SUMMARY OF HEALTH MANPOWER REQUIREMENTS

This sumnary of manpower requirements is based on the recommended numbers of

personnel to fully staff a comprehensive medical care program for the entire

Marshall Islands population. It takes into consideration the numbers needed

according to the recorrnendationsmade in this report. In a few instances it may

not correlate with the proposed first year budget because of personnel not yet

available or in training.
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B. Clinical Services

1. Medical

a. Physicans/Surgeons, not including Medical Directors

b. Medical Officers

2. Emergency Room

a. Medical Assistants

b. Health Assistants

3. Optometry

a. Optometrist

4. Dental

a. Dentist (DDS)

b. Dental Officer

c. Dental Nurses

i. Dental Nurse Assistants

d. Dental Laboratory Technicians

e. Dental Nurse for Field Operation

f. Dental Nurse Assistant for Field Operation

5. Nursing

a. DirectorofNurses/ChiefNurse (BA)

b. Nursing Supervisors

c. Head Nurses

d. Health Assistants/Practical Nurses

e. Ward Clerks/Ward Secretary

Current

1

0

0

0

3

0

0

0

0

0

1

4

7

24

0

Proposed

4 (E)

5

1

2

1 (E)

1 (E)

3

4

4

2

1

2

1 (E)

4

24

60

3

Current

1

0

0

0

0

0

0

0

0

0

1

0

4

10

0

A!X!Qm_

1 (E)

2

1

1

0

0

1

4

4

0

0

0

1 (E)

1

6

20
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x. Planning and Evaluation Services

A. Present Status

The present Vital Statistics Office is housed in the Medical Records Section

of the Majuro Hospital. There are only two employees. The office is in charge of

collecting all birth, death, fetal death, and health services utilization data in

the Marshall Islands. (Examples of the forms used at present are in Appendix N).

The office sends out forms to the health aides (who are supposed to register

births and deaths) and picks them up periodically when “field ships” make the

tour of the islands. The health aides fill in the needed data in handwriting on

the forms, either in English or Marshallese, and then send them back to the main

office where a final original birth or death form Is typed out from the rough

handwritten one. Generally the health assistant lists only signs and symptoms

for “cause of death” on their form. A medical officer in Majuro interprets the

signs and symptoms and attributes a “cause of death” (cause of death is seldom

determined by autopsy). After an “original” death or birth certificate is typed

out copies are sent to the courthouse and until recently to Saipan where all

tabulations and analysis of data has been done. Unfortunately, many vital events

(particularly deaths) go unreported, and many forms are lost in transit from the

outer islands to the central office.

Basic health utilization data comes from the “sick call” forms filled out by

the health assistants (see Worksheet for Sick Call forms and the Monthly

Dispensary Reports in Appendix). Unfortunately, not much information is availale

from these forms and manyof them get lost as well. Inmwnization data’is recorded

on a patient-retained card (usually held by the mother of the child). Recently

the staff in Majuro have introduced in the outer island clinics the use of a

larger more complete personal/family medical form (see example in Appendix N).

Not all clinics are using it yet, furthermore accuracy and completeness varies

considerably among the health assistants. This latter forrnremains at the clinic

and is not sent in like the sick call form. Initially it was hoped the health

supervisory personnel traveling on the “field ship” tours would retrieve relevant

health data from the clinic ba$ed form. Unfortunately, tours to the outer

islands have been very sporadic and usually the short time spent on each atoll is

used up conducting immunization clinics and other activities, leaving little or

no time to evaluate or retrieve data from the clinic records. (The Majuro

Hospital medical record system is discussed under a separate section).
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TO smnarize, the present vital and !,ealthsdr-~i~edata ccllect~on sytem in

Majuro has been functioning primarily as a clerical service for the Trust

Territory offices based in Saipan. Its staffing (two people) and the level of

training of the personnel mitigate doing more than clerical work. The problems

‘resulting are many: quality and accuracy of data are low, particularly that

gathered by the health assistants. Sporadic and inefficient mail and transport

services has led to a high occurrence of lost forms and missing data. Many deaths

are not recorded (particularly of old people on the outer islands). Data on

cause of death and health service utilization by cause is also unreliable or

missing. Birth registration data is complicated by a common local custom of

people changing their first names several times during their lifetimes (this is

more comnon during childhood years). As a result, one person may have several

records on himself all under different names.

Uti1izat”ionof the health service data collected as feedback into the health

system for management or health status evaluation purposes is all but non-

existent. Now that the Marshall Islands are becoming a Freely Associated State,

the Saipan connection is being phased out, leaving

analysis/planning/evaluation function without a designated home.

Marshallese Health Services is the logical one to pick it up but it lacks

personnel with appropriate expertise. Thus, a very critical breakdown in

ability of the health system to monitor change and plan for the future

occurring.

B. Recommendations

The Secretary of Health Services and the head of the Vital Statistics Office

on Majuro believe that the development of an inhouse planning/evaluation

capability must be established soon on Majuro. It must be ableto assume the role

previously performed by the TT Health Systems Agency in Saipan. The medical and

other vital statistics forms designed by TT are quite good and probably will

suffice for now (some revision or addition of items to the forms is all that is

needed). What is more serious is the transport, communications, and supervisory

breakdowns which have caused the system as originally designed to not meet its

objectives of providing timely and accurate data upon which to measure change.

the

The

the

the

is

1. Administrative

It is reconwnendedthat the Planning/Evaluation Unit assume the role now

performed by Saipan of preparing five-year health plans and annual implementation

plans. There is a general dislike by the Marshallese for plans developed by

2



outside agencies which they do not have much control over (as has been

with the Trust Territory Health Services Administration in the past).

.* is recommended that the proposed planning unit be administratively tied

‘/d

the case

Thus, it

directly
~

to the Ministry of Health Services and that it work closely with the Nitijela,

the Health Coordinating Council (it if remains functional), and the Secretary of

Health Services (see Organization Chart, Section IV A). As noted in the

Organization Chart, the Planning/Evaluation Unit will beon the same level as the

other main divisions. This will assume it has both the independence and clout

needed to fulfill its role.

It should be stressed that the planners (if expatriate) must be willing to

adapt their planning methodologies to the traditional political system found in

the M.I. Complicated Health Services Administration-type planning methodologies

as used in the U.S. are not appropriatehere. The planners must have experience in

c

health planning for developing countries and the support

consultants of various categories will be needed, i.e. social sc

statisticians and epidemiologists.

2. Manpower

and backup by

entists, survey

There is not available locally personnel who have the statistical, planning,

and epidemiological expertise needed to adequately supervise the system. It is

recoimnendedthat for at least five years a full-time expatriate planner/evaluator

and a statistician/epidemiologist be hired. As soon as possible, promising

Marshallese should be sent for advanced training in statistics and planning so

that the expatriates can be phased out.

There is also need for an expatriate hospital medical records technician to

assist in revamping that system. This person could also assist in the

planning/evaluation unit particularly in the design and upkeep of the clinic-

based patient record keeping system.

3. Vital Statistics Gathering

It is recommended that this unit make as its first priority the testing of

other alternatives to the existing vital statistics and medical record system

i.e. a patient-retained record system. The latter would be to counteract the

double problems of a highly mobile population and the custom of frequent name

changes. The possible utilization of the radio for selective data gatering

should also be tested. In addition the design of a planned schedule of periodic

sample surveys to assess program effectiveness needs to be done.

3



Another high prioirty In the data gathering/statistics area should be the

implementation of a Marshall Islands Population Health Needs Assessment Survey.

This should be done to establish a baseline of data on knowledge, attitudes and

practice in the health area for use in monitoring and evaluating whatever

programs are implementedas a result of P.L. 96-205.

This initial health assessment survey should be but the first in a regularly

planned sequence of sample surveys to assess change in the health service system

and the health status of the population. Carefully designed sample surveys will

probably for the foreseeable future be the best source of data available in the

Marshalls. It is also recommended that a major evaluation be conducted five

years after implementation to measure change in health status and to make

revisions in the health care system. This evaluation shyould involve several

types of scientists: sociologists/anthropologists, health planners, ecologists,

and epidemiologists.

Data processing of all statistical data collected should probably in the near

future be hand tabulated, even though purchase of a computer is being considered.

This is recommended primarily because clerical labor is not in short supply and

is relatively inexpensive. Furthermore the required technical expertise to make

a computerized system work effectively is not present. If nothing else a hand-

sorted data system should be maintained as a back-up. The use of a small desk-top

computer for analysis of data might be utilized.

4. Evaluation in Manpower Training

It is recommended that the Planning/Evaluation Unit work very closely with

the continuing education/manpower training personnel in designing instruments

for evaluating and assessing the skill levels of the health aides in the outer

island clinics. Present transportation and communication problems have meant

very little assessment of skill level or health worker attitudes and acceptance

has been done. Furthermore, vital statistical data is processed so slowly it has

marginal use as a monitoring tool for management or administrative purposes.
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Two budget items require special corrrnent,trainina and new construc-

tion. A major concern throughout the development of the program has been

providing for the training of individuals so the Marshall Islands in time

can use more and more of their own people. For this reason it may appear

to be an over-budgeted item but in part is cost effective and culturally

desirable.

The other item, construction, is a result of the fact that from a

practical point of view, housing is going to have to be provided to the

Medical Assistant/Health Assistant on the atolls. There is little avail-

able housing and in one instance they had to leave an atoll because of

this. It becomes a major budget item in years two thru five as this re-

presents the timing for individuals coming off training programs.

c. Secondary/Tertiary Care

As with any health delivery system, costs for this level of care are

the highest single component of the system. Contributing to the cost are

the short useful life of equipment and maintenance costs because of the

hostile environment (climate). It is anticipated that with improved main-

tenance the average useful life of most equipment will be three to four

years.

As discussed in the previous section, training and upgrading of per-

sonnel is something that must be included early in the program.

We have not budgeted for any major renovation of the Majuro Hospital,

as it appears that a new one will be built. Since it seems to be beyond

the scope of this study and there are funds already available for this new

hospital, it was not included in this budget. Should plans change and a

new hospital not be built, this could bea major addition to the cost of the

healthcare delivery system.

(-.’
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XI. Proposed Budget

A. Administrative

Administrative responsibility for the budget will be with the

Financial Intermediary/Program Implementor (FIPI). This entity will

be responsible for providing whatever reporting and control is required

by the U. S. Government. It is not anticipated that FIPI will be account-

able for that portion of funding provided by the Marshall Islands. In

addition to monitoring and reporting on how U. S. funds are spent, it is

suggested

future U.

The

that the FIPI be responsible for the development of budgets and

S. funding requirements for health care in the Marshall Islands.

budget which follows represents an estimate of total costs for

the indicated year. No attempt has been made to identify the U. S. portion

and the Marshall Islands portion. For example, for FY 1980 the Marshall

Islands health care budget is approximately three million. The’recommended

budget is close to eleven million dollars. In theory the amount to be

1

“ provided under 96-205 in year one would be about eight million dollars.

It is beyond the scope of this study to recomnend what the participation

of the Marshall Islands should be in funding this share of the health care

costs. Since this is something to be worked out by the two governments,

it was decided to develop a total cost budget with the level of funding

to be determined by the two governments at a later date.

B. Primary Care/Public Health

As might be expected, supplies, equipment and personnel costs repre-

sent the major budget items. Although the population is only thirty thou-

sand, there are twenty-six atolls with populations requiring primary care.

Because of the obvious transportation and cormnunicationproblems presented

in the Marshall Islands, this level of care is more costly than would be

found for the same population with a different geography.



D. Support Services

The establishment of this division represents a major departure from

the existing system. To some extent this activity has been performed by

the Trust Territory. Although their operating budget is under four hundred

thousand dollars, the division will be responsible for supplying/providing

nearly half the budget items in dollar terms (supplies, equipment, main-

tenance, corununication,and transportation). As mentioned in earlier dis-

cussions, this division is critical to a successful health delivery system.

E. Planning and Evaluation Services

This division is assuming many of the serv.

Territory in the past. Although the smallest in

ces provided by the Trust

terns of budget, its func-

tion is vital for the successful implementation of the health care system

over the years ahead. The major budget items are compensating qualified

personnel and the training of personnel for future needs.

F. The major budget item for this division is for scholarships to edu-

cate selected Marshallese to assume increasing responsibility for the deliv-

ery of health care in the future. This particular function has not been

performed in the past. Because of this, manpower traininq is an important

element in the future success of health care in the Marshall Islands. In

addition to the activity of this division, each of the other divisions also

have budgeted scholarship funds for the training and upgrading of existing

staff.
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MAW.IIALL lSLRNCW H!iALTllCARE bULX;ET

(Ocdlars in Thwsamib)

Years 1-5

Primary Planning Linti Item Lha Item Line Item Line Item Line Item
& Public Secondary/ Support and Manpower Totals l’otala Totals Totals
Uealth

Totals
Tertiary Servicee Evaluation Year 1 Year 2 Year 3 Year 4 YtiaK5

Overhead 21.0 67.0

100.0
200.0

1000.0
150.0

1125.0
150.0

600.0

180.0
80.0
251.0

790.0
209.0

-o-
113.0

20.0

400.0
50.0
60.0

1.0

-o-

250.0

815.8

7419.8

3.0

50.0
20.0

-o-

10.0

-o-
25.0

-o-

-o-
-o-
-o-
-o-

-o-
140.0

56.0
-o-

-o-
25.0

15.0

6.0

-o-

-o-
8.0

358.0

2.0

25.0
10.0

-o-

10.0

-o-
30.0

-o-
-o-
-o-
-o-

-o-
-o-

89.0

15.0
-o-

-o-
25.0
30.0

1.0

-o-

-o-
10.0

247.0

3.0

25.0

250.0

-o-

10.0

-o-
10.0

-o-
-o-

-o-
-o-
-o-
-o-

30.0
6.0

14.0

-o-
10.0
15.0

1.0

-o-

-o-
3.0

377.0

96.0 115.2 138.2 165.9

360.0 432.0

763.2 915.84

3312.0 3974.4

199.1

518.4
1099.0

4769.3

Training
Contractor Servlcea
Scholarship

250.0
530.0

300.0
636.0

50.0
50.0

supplies
Medical
Other

2300.0
380.0

2760.0

456.0

500.0

200.0 547.2

1026.0
174.9

656.6 ?bEi.o

Equipment

Medical
Other

1425.0 .
365.0

855.0
145.7

625.2
267.5

1950.2
320.9

300.0
150.0

Personnel Coet

Physician/Oental Exp. (US)
“ “ (Marshall)
. “ (Other)

Medical Support Exp. (US)
“

■ (Marshall)
“ “ (other)

Other Exp. (US)
“ (Marshall)
“ (Other)

972.0
296.6

115.2
404.6

1745.3
439.2

373.0

293.0
60.5

1166.4
356.0

138.2
485.6

2094.3
527.0
447.6
352.5

72.6

75.0

26.0

-o-
30.0

422.0
96.0

-o-
14.0

675.0
206.0

80.0
281.0

1212.0
305.0
259.0

204.0

42.0

010.0

241.2
96.0
337.2

1454.4
366.0

310.8
244.8
50.4

1399.7
427.2

165.9
582.7

2513.2

632.4
537.1
423.0

8?.1

1036.8
248.8
290.3

20.7

100.0

725.8

2289.0

fiIF-

-o-

Tranaportation

!fedica 1
Recruiting
Other

COamnication

Incl. Per Di-

100.0
10.0
20.0

1.0

500.0
120.0
140.0

600.0
144.0
168.0

720.0
172.8
201.6

864.0
207.4
241.9

10.0

75.0

12.0 14.4 17.3

New COnetruction 75.0

Majntmance

Building 100.0

Equiixnent 266.4

TOtalfi 2506.4

250.0 600.0 600.0

350.0

1103.2——
10908.2

420.0
1324.7

12103.3

504.0
15ti9.13

14824.1

604.8

1907.5——
18120.5

\

:
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XII. Four Atoll Proposal - Issues

(- A. Introduction

Both the Department of

and Alternatives

Energy historically, and the Burton Bill more

recently, have identified the people of Bikini, Enewetok, Rongelap and

Utirik as having the most direct radiation effects. Those individuals ac-

tually included were decided by various factors, primarily their location

during the nuclear testing activities. Not surprisingly

anecdotal challenges to the established list of affected

will probably continue to be claimed throughout this and

ceeding generations.

there are many

individuals which

perhaps even suc-

It is increasingly evident that the actual health impact of radiation

on even the most directly affected is minimal. This not only further com-

plicates any attempt to distinguish these individuals from others, but also

raises the question of the need for maintaining this distinction. In many

respects, the categorical separation of the affected and non-affected groups

appears to primarily be a political issue.

The language of Public Law 96-205 reflects the difficulty in estab-

lishing this distinction and also what responsibility the U. S. Government

should assume for both the health and political/sociological impact of

their nuclear testing program. In the narrowest sense it calls for the pro-
.

vision of primary, secondary and tertiary care for the “peoples of” the

four most directly affected atolls. Certainly any plan proposed should

include this comprehensive care for this particular identified group, but

limitation

political,

these more

of improved health care to only these people raises serious

ethical, and cost-effective issues. It is important to detail

specifically.

C,,,
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B. Issues

1. It is medically impossible to distinguish in any particular indi-

vidual whether a disease complex or symptom is radiation related

or not. Epidemiological studies over time on groups of people

can establish increased incidence of particular problems, but

this evidence is not particularly helpful in deciding specific

causation in any individual.

2. The peoples of Bikini, Enewetok, Rongelap and Utirik are now liv-

ing on approximately one half of the 26 atolls/is~ands in the

MarshalIs. This migration and resulting intermarrying is rapidly

spreading those individuals with “direct” radiation effects through-

out the MarshalIs. With the groups resident among the large pop-

ulations on Majuro and Ebeye, well over 75% of the total Marshall-

ese population has people from the four affected atolls living

among them. This means that even the narrowest interpretation

of P. L. 96-205 will require health care to be provided far be-

yond the four atolls themselves.

3. Preferential treatment for those individuals with “direct” effects

will tend to continue the arguments of those not included that

they were also affected. The anecdotal stories of people on ships

in the fallout area who should be included, as well as other groups,

already abound. It appears that the refutation of these numer-

ous claims may require considerable energy and cost in the future,

if the advantage of inclusion is significant.

4. The indirect effects are also a matter of considerable discussion.

Foodstuffs from affected atolls are shipped elsewhere, fish and

other sealife may carry radiation from one area to another, sec-

ond and third generation offspring of affected people may have

2
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genetic effects, etc. These arguments are difficult to substan-

tiate or refute, but will certainly continue to be raised.

5.~ It is widely accepted that the secondary and selected tertiary

care for the affected people will be provided by the hospitals

on Majuro and Ebeye. (The population numbers on Rongelap, Utirik,

Kili (for Bikini people) and Enewetok are not sufficient to either

justify or support more than primary care provided by a medical

assistant on the individual atolls). This will require a major

improvement in the services provided by these two hospitals.

6.4 It is ethically impossible to provide improved health care for

the affected peoples and deny it to their neighbors and even fam-

ilies because they do not qualify. This means that the primary

care developed on all atolls (approximately 50%) with affected

people, as well as the secondary care in the hospitals should be

designed for and available to other Marshallese citizens. The

only other alternative, a duplicate health care system throughout,

is both unrealistic and politically and economically unacceptable.

7. The Marshallese Government officials have made clear their desire
+L;Db-q~

for the Burton Bill impact to be a national one, rather that treat-

ing parts of their newly emerging state preferentially. Their

logic is understandable. While trying to unify rather diverse

island people into a new nation, it is not helpful to have the

U. S. continue to deal independently with some atolls or people.

8. Health care systems become less cost-effective the smaller the

population they serve. The 30,000 population of the Marshall

Islands is already so small as to raise economic issues. Further

reducing this to the approximately 2,000 people “directly” affected

will only marginally reduce the total costs. In other words, a

3



atol1

certain critical workload is necessary to justify and maintain

a clinic or hospital, and without it there is not only increased

costs, but frustrated employees who have difficulty maintaining

skills.

These appear to be the significant issues in deciding between a four

versus comprehensive nationwide health plan. The primary disadvan-

tage to the national plan is the stimulated concern of the peoples from the

four that they are not receiving their due advantage in the system. To deal

with this,

phase of a

eventually

This

age of air

it would seem logical to have their atolls be part of the initial

national plan so they can experience some benefits first. Then

the improved health care can spread throughout the remaining atolls.

initial phase for the four could include an extra support pack-

and/or ship services, as detailed in the attached budget. The

intermittent nature and relatively high costs of these services make them

r’ difficult to justify long-term however, and’it may

impression of preferential services if they cannot

c.

care

sion

Care

not be good to

be maintained.

Budget

The budget which follows reflects an estimate for providing

create an

health

for the people of the atolls specifically named in 96-205. The divi-

primarily affected by this alternate plan is the Division

and Public Health. The reason for this is that the other

are required to provide services that, to a large extent, must

of Primary

divisions

be available

for the four atolls as well as for a

entire Marshall Islands.

Within the Division of Primary

comprehensive health program for the

Care and Public Health, the line items

showing a decrease are supplies, equipment, personnel cost, transportation,

and maintenance.

Offsetting these decreased costs is the additional cost of providing a ship

4



and/or air support for providing additional health care to the atolls. The

(’-
figure of $1,059,000 represents an estimate based on figures provided by

DOE for eight visits a year or one visit every six weeks to Rongelap, Utirik,

Bikini, Enewetok, Kili, and Ujelang. The reason for including Kili and

Ujelang is that their population is primarily the people of Bikini

Enewetok, respectively.

While airstrips are not developed at

cost information is not as available for a“

it is suggested that the cost would be

provided, this means of transportation

health care.

and

all the above named ate’1s and

r transportation as for shipping,

competitive, and as the air:trips

be used to provide the additional

are

Should this additional service be included as an extra support package

in a comprehensive health plan as discussed above, it would represent approx-

imately an additional million dollars to the budget provided earlier.



Overhead

Training
Contractor Services
Scholarship

supplies
Medical
Other

Equipment
nedical
Other

Personnel Cost
Physician/Osntal Exp. (US)

M U (Marshall)
“ (Other)

Me;ical Support Exp. (US)
,, “ (Marshall)
“ “ (Other)

OLher Exp. (US)
“ (Martihall)

3KNJR AKJLL HEALTN CARS BUCKET

(mllars in Thousands)

Yeara 1-5

Prkary ● Planning Line Itesi Line Itea Line Item

Public

Line Item Line Item

Secondary/ Support and Manpower Totals Totale Totals lbtals Totals

Nealth Tertiary Services Evaluation Year 1 Year 2 Year 3 Yedr 4 Year 5

“ (other)

Trans~rtatiun
Medical

Recruiting
Ship
Other

Communication

inc. Per Die

21.0

50.0
50.0

250.0

100.0

150.0

75.0

75.0
26.0
-o-
30.0

140.7
32.0
-o-

14.0

50.0

10.0
1059.0

10.0

1.0

New COn&itSUCtiOII 75.0

Maintenance
bu~lding 50.0
Equilment 133.2

mtdls 2401.9

67.0

100.0

200.0

1800.0

150.0

1125.0
150.0

600.0

180.0
00.0

251.0
790.0
209.0
-o-

113.0
28.0

200.0

50.0
-o-
60.0

1.0

-o-

250.0
015.9

7219.9

3.0

50.0
20.0

-o-

10.0

-o-
25.0

-o-
-o-
-o-
-o-
-o-
-o-

140.0
56.0
-o-

-o-

25.0
-o-

15.0

6.0

-o-

-o-
8.0

350.0

2.0

25.0

10.0

-o-

10.0

-o-

30.0

-o-
-o-

-o-
-o-
-o-

-o-
89.0
15.0
-o-

-o-

25.0
-o-
30.0

1.0

-o-

-o-
10.0

247.0

3.0

25.0
250.0

-o-
10.0

-o-

10.0

-o-

-o-
-o-
-o-

-o-
-o-
30.0
6.0
14.0

-o-

10.0
-o-

15.0

1.0

-o-

-o-

96.0

250.0

530.0

2050.0
280.0

1275.0
290.0

675.0
206.0
80.0
281.0
930.7
241.0
259.0
204.0
42.0

250.0

120.0
1059.0
130.0

10.0

75.0

300.0
3.0 970.0

377.0 10b03.7

115.2

300.0

636.0

2460.0
336.0

765.0
145.8

810.0

247.2

96.0
337.2

1116.8
289.2
310.8
244.8
50.4

300.0

144.o
1170.8
156.0

12.0

250.0

360.0
1164.1

11917.1

138.2

360.0

763.2

2952.0

403.2

915.5

175.0

972.0
296.6

115.2
404.6

1340.1

347.0
373.0
293.8
60.5

360.0

172.8
1525.0

187.2

14.4

600.0

432.0
1396.9

14598.2

165.9

432.0
915.8

3542.4
483.11

1467.3
210.0

1166.4
356.0

138.2
485.6

1608.2
416.4
447.6
352.5
72.6

432.0

207.4

1830.0
224.6

17.3

600.0

510.4
1676.3

17766.7

199.1

518.4
1099.0

4250.9

580,6

1760.8

252.0

1399.7
427.2

165.9
562.7

1929.8
499.7
537.1
423.0
87.1

518.4

248.8
2195.9
269.6

20.7

100.0

622.1
2011.5

20700.0

>

<’
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XIII. Utilization of United States Public Health Service Alternative
.,-
( It was requested that costs be developed for having an agency such as

United States Public Health Service implement and provide comprehensive

health care for the Marshall Islands. It would be presumptions to assume

that costs could accurately be defined for a LISPHSprogram. In develop-

ing a cost difference, it was assumed that the basic program, equipment,

supply levels, and facilities would be the same as considered in devel-

oping the other budgets. The area where major cost differences would occur

was felt to be in Personnel Cost. Again, it is not known specifically

how USPHS would staff the program but, the estimate for cost increase with

a USPHS administered program for the first year is approximately $225,000

increasing to $466,560 in the fifth year. This would be true of both the

comprehensive program and the four atoll program.

In addition to the higher cost is the consideration of program accept-

ability to the Marshall Islands. Without exception, each areaof investi-

gation concluded that U. S. skill levels were desired but the Marshall

Islands did not want a “U. S. administered program”. While this attitude

cannot be quantified, it certainly would have an affect on the utilization

of the program with a resulting effect on the benefit for the dollars in-

vested. Because of higher

of this alternative, it is

eration.

costs and, more importantly, the unacceptability

reconrnendedthat it not be given serious consid-



{/ (

G.

Ii.

1.

Survey Forms Used

Sociology Report

Mutrition Data

APPENDICES

TABLE OF CONTENTS

A. Burton Bill

B. Request for Proposal from DOI

c. Public Law 96-205

D. Summary of Loma Linda University Working Contract

E. Loma Linda University Contract Personnel

F. Guam Micronesia Seventh-day Adventist Mission Contract with the
Marshall Island Government for Health Care

J.

K.

L.

M.

N.

o.

Suggested Medicine Inventory List

Sample of Home Based Child Medical Record

Diabetes Epidemiologic Research Study

Maps

Vital Statistics Forms

Bibliography



?’

I
I NOTE : Inadvertently, the wrong authorization bill was

inserted as Appendix “A”.I
,
\ Correct bill, i.e., H.R.

3756, now being run off and

will be provided later.
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~6Tl! CONGRESS
~D SESS1ON HeR.7330

To autiorize appropriations [or ceminin.wk areaso{tlw[JnitodStates,and(or
other purposes.

IN THE HOUSE OF REPRESENTATIVES

A ‘BILL
To :Luthoriz(!:tl)l)ro[)ri:t~iolis”for ccrt:;i;i imui:;r :mws O( the

United States, and for other purposes.

1 Be i! wA-ctcd @ lhc b’cnule und IIWSC ()[ Ihptv.vcIdu-

2 tivtw of the United States of America in COnumSS ammbled,

3 TITLE I—AMERICAN SAMOA

4 SEC. 101. Notwithstanding any oLhor provision O( hLw

5 A sllhjx:t. 1.0v:~li~l uxistiug rigi]~s,:LIIrigh[.,l.itlc,:;rNlinl.ur-

6 est of the Government of theUnited SWCS in pcrswd prnp-

7 erty situated in :Imcricm Samo& that is nut used by Fwkd

( ‘,)
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C..’.
e,, &t-

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

13

1’7

18

19

20

-1t)

L69

23

24

:qy:ilcics itltlwir

rcimburscmcntt to

‘1’lTLIJ LL-G UIW

SEC. 201. (a) Section 3 and section 5 of the Act cntitkl

“An Act to provide for the rehabilitation of

other purposes” (Public Law 88-170; 77

hereby repealed.

(b) The Act entitled “An Act to provide

tation of Guam, and for other purposes”

Guam, and for

Stat. 302} arc

for the rchabili-

is amended by

adding at the ml thereof the following ncw section:

“SEC. 7. ‘l’he government of Guam shall not be liable to

the United States on and after the effective date of this see- -

tion for repayment of any amount appropriated under this

Act which was not repaid to the United Stntcs hcforc such

date.”.

TITLIJ III-NORTHERN MARIA.NA ISLANDS

SEC. 301. (a)(l) For

Northern Mariarm lshmds

and construction of public

grants to the govcrnmwt 0[ tiw

for the rehabiktiun, upgrding,

fticilitics, there is hereby author-

ktcd to be oppropriatcdto the Sccrctary of Lhc Iillcfior(hcrc-

id’t.w in lhis Act ru[crrud h} ~Ls LIN: “Nt!cru!.wry”)

$10,000,000 for fiscal year 1981 ad thereafter, plus or

minus such amounts, if any, M may be justified hy reason of

ordinary fluctuations in construction costs from October 1980



3

price levels :1s indicatmi hy cnginwring cost illd(!scs :][)piicw

ble to the types O(construction involved.

(2) Tlw sw:rt~t:lry m:ty IJi:t{:CSIICfI stiplll:~tinns:!sIN;

deems appropriate on the use o&’funds appropriuteti pursuant

to subsection (a)(1) hereof.

(3 Gr~ts provided pursuant to this Act and not. obli-

gntcd or cxpcndcd IJy the government 0[ the North(!rl] J[:iri-

ana Islands during any fiscal year will remain available for

ohligntion or cxp~!nditllrn hy s1lc!l govormm!nt in Suhs(!t{[l(!!lt

fiscal yews for the purposw for which the [unki

appropriutcd.

(4) ihdIOriZdOn9 of moneys to be appropriakd

this subsection shall be effective on october 1, 1980.

\\’ (!I-(!

under

TITLE IV—TRUST TMXR.ITORY OF TM P~lCl FIC

HLANDS

SECE401. Section 101 of the Act of March 12, 1980

(94 Stat. 84), is amended by changing the commas idtcr

“program” and “s-ystem” tosemicolons; hy Meting the word

“and” after “system”; and by inserting after “Ponape;” the

foilowing “for expenditure by grant or contract for the in-

stullaticm, upcmtiun, :Llld maiutuumw d CUtllllllllliCitliUllS

systems that will tid intcmal A cxtcrnnl cummunicatiuns;

and, ah consukation with the Secretary O( Energy, l’or

(icvcloping tlw use 0[ rcncwd]io sources 0( energy;”.

(

(-,
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1 SEC. 402. ~hcrc k hereby uuthorizcd to bc appropri:lt(!~i

2 to the Secretary of the Interior an amount quid to 50 pcr

3 centum O(such sums as may be necessury to satisfy all wlju-

4 dicated claims ml final awurds mw.ic More the dutc d the

5 enactment of this Act by the Mieronesian Claims Commission

6 under tide I of the Micronesia Claims Act of 1971 (85 Stat.

7 96; 50 US.C. App. 2018 et seq.), to, be used by the Sccrc-

8 tary for the payment of such awards.

9 SEC. 403. Notwithstanding any other provision of law

10 and subjectto validexisting rights, all right, title, and inter-

11 est of the Government of the United States in personal prop-

12 erty situated in the Trust Territory of the Paciiic .klands and
.

13 0[ the government of the Trust Territory of the Pacific ls-

14 lands in personal property wherever located that is not luwd

15 b-y Vcdcrxl :~~cncicsof the ~ovcrnnmnt or tl]cTrllst‘l’crri-

16 tory of the Pacific Islands in their operations is hereby trans-

1’7 furred, wilht r(:iln]][lrscl!l{!~lt, to LIIC ~ovcrnmcllix o{ L]lo

1$ Nurthcrn Mtiriana [skulk, 1’AuJ, the Marshall lslomls or lhc

19 Fcderuted States of Micronesia according to a list d’ distribu-

20 tion established by the government 0[ the Trust Territory of

~ I tilt! l’:LCifk ISliLlldN ill wllslllt:LliOll Widi Llw Yccipicllt guv(!rll-

22 ments within ninety days after enactment of this section. If

23 i no govwmmcnt exists in l):dau at tlw time of CII:IUtIII(IIIt. (J

24 this section that is capable of receiving title to such property

95 in its own name, the govornrncnt 0[ the Tmst Territoryof-.



1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

5

the l’acfic islands shall hold such property in trust(w swh

government in Palau until such government is est~blishcd.

T] T1,ll V—V[lWIN lSL,\NDS

SEC. 501. Notwithstanding any other provision O( l~w,

parccis 2 and 2!! (Estutc Upper Bcthlchum, Suiut Croix,

United States Virgin Islands) and parcels 2A omd 23 (J?re-

dcnsborg and Upper Bcthlchmn, S:lint Croix, Ullitcd ~tiLtCS

Vigin Islands) and parcel 24 (Estate Body S~ob and Upper

Bethichem, Saint Croix, United St2tcs Virgin Mamls) are

hereby transferred, without any cost to the Virgin Isiunds

govcrmncnt, to the Virgin [skuds govcrumcut.

TITLE VI—MISCM.LMJEOUS

SEC. 601. Gm~w TMCWWICMfiWTMcU.+a)
i

SccrcWy 0( the lntcrior k authorized to cxtcud to the

gmwmmuts d Amcricun Samoa, Guam,

am Lsiau& the V@n Islands, ~m.i the

the Northfxn Mxi-

Trust Tcrntory of

the Pacific Islands, wld their agcncics and instrumcutulitics,

18 with or without reimbursement, technical assistance on suil-

19 jects within the responsibility of the respective territorkd

Z() g~vcrnmcnks. SuCll ~sistancc may bc provided hy thC Sccru-

21 tary 0[ th htcriw through mcmks 01 his staff, rcimbursc-

22 mcnts to other

~~ e~ent ~der

24 or cooperative

dcpiwtmcnts or agcncics 0[ the Fcdcrxl Gov-

the Economy Act (31 U.S.C. 686), grants to

agreements tich such governments, agrce-

25 ments with Federal agencies or agencies of State or local
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governments, or the e~nployment of private individuals, pi.wt-

nerships, or corporations. Technical assistance n-my includc

research, planning ~ssisti~ncc, studies, and dcmo[lstratioil

projects.

(b) There are authorized to be appropriated such sums

as may be necessary to carry out this section.

SEC.602. Title V ol’ t.lw Act O( &toher 15, 1977, cnli-

tled “An Act

tories of the

thereto, and
. . .

toauthorize certain appropriations for the terri-

Unitcd States, to amend certain Acts rcla,ting

for other purposes” (91 Stat. 1159) shall be

amended as tollows: At the end of subsection (d) strike the

sentence beginning with “Notwithstanding any other provi-

sion of law” and ending with “or the Northern Mariana

Islands.” and substitute the following sentence: “Notwith-

standing any other provision of law, in the case of American

J%moa and the Northern Mariana Islands any department or

agency shall waive any rcquircmcnts [or local mutching funds

(including inkind contributions) required by law to be pro-

vided by American Samoa or the Northern Mariunu

Islands.”. “

S0:{:.(;03. IN the CVW th:lt :1political uuiou is c[[c~icd

at a future time Iwtwccn the Territory of Guum and the

(hmwuwealth oi the Northern Mariana Islands, the Federal

Government and each O(its:~gcncim is i~uth~rizcd uml direct-

ed to assure ti~at—
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4

5

6

‘i

8

9

10

14

15

16

18

-1●}

7

(i) tllCff3Ivill hc no dhninutiou 0( wly rights or W-

titlcmcnts otherwise cligihlc to s:lidt.[!rrih)ry:tnfl~Otn-

moflwwltll in eilxt ON the effectivedate 0[ such union,

(ii) there will be no adverse e(fcct on any funds

which have been or

propriated for said

the effective date of
---- . .

may hereafter be authorized or ap-

territory or Commonwealth, as of

such union, or

(-ti) no amen IStaken that would in any maucr

discourage such tilcatiom

Whenever any discrepancy e.tits or arises between the bene-

fits avdabie for either said territory or Commonwealth under

any policies or

not Iim.ited to,

programs authorized by law (including, but

any formulas for matching grants-in-aid or

comparable programs o{ benefits), the most favorddc terms.

avaihddc to either said Writmy

deerncd appi~cable to said unified

0[ unification.

SEC. 6~~. ~OtWithStWiifIg

w COUllllOIIWCdth S1liLllk

area after the eifective date

any other provision of law

to the

school

usc ill

contrary, funds appropriated Waler the Emergency

Aid Act for fiscal year 1980 which are availahk for

Auwrican Samoa, Guam, the Northern ?d:ui:mu

Islands, Puerto Rico, the Tmst Territory of the Pacific Is-

Iands, and the V@$n Islands shall be availabic in such areas

for the purposes set forth in section 702 of the Emergency
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2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20

21

22

23

School ~~i(,lAct as such section was ill effect immcdititcly

before September W, 1979.

SEC. 605. There is hereby authorized to be appropriated

to the Secretary of the ]ntcrior such sums m may bc ncccs-

sary tobe expended, after consultation with the Secretary of

Energy, for developing the use of renewable sources of

energy in the Virgin Islands, Guam, American Samoa, md

the Northern

(1)

(2)

2020;

(3)

energy

Mariana Islands by—

surveying existing sources and uses of energy;

estimating future energy needs

assessing, in depth, the potentiaI

sources, including solar, wind,

of renewable

hydropower,

ocean current and tidal, biogas hiofucl, geothermal iLtM]

ocean thermal energy conversion;

(4) demonstrating those renewable energy technol-

ogies

ment

tkt :m dctcrmiucd 10 bc mos~ cost c[fuctivc;

5) ddting a plan [or long-term tincrgy dcvclop-

in such territories making use of those renewable

energy technologies successfully demonstrated under

paragraph (4) of this section and other technologies

based on other sources of energy.

SEC. 606. Authorizations of moneys to be appropriated

24 under this Act shall be cffcctivc on octobcr 1, 1980.
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1 SEC. 607. Authority to ent~!r into contracts, to incur

2 obligations, or to make payments under this Act shall be cf-.

3 fective only to the extent or in such amounts M are provided

4 in advance in appropriations Acts.

o

.

.

.
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APPENDIX B

Request for Proposal # 14-01-0001-80-q-75

(
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OFFSCSOF THE
WASHINGTON,

AuGo819&o

Slabyle: Request for ?roposa~ (REV) 14-01-000 1-SO-R-75

Tho Elgh Commissioner of ‘A= T=z Te-72tories of “de PacL*zc Islancs
mtiits your organ~tioa to sub<% a proposal to develop a 8ss1-2 ?Lu
~or the -hall Islands.

U.s. Oe~ar-an% of ‘Sac Ia%=:io=
Of?ice 02 ‘&e Seeeza,z,z- 7E0
Ermc5 of ?roarement .Hana~8mmt
U 2619, laths z Sb--ea-a,N.E.
Wuhia~n, D.C. 29240
A==: Gregury D. Ro-JweU

It is contamplazed tEaz a Csst Reimbursement -a of con~-a~aai ●.yanqemene

IAU be aeqotia:ad: howeve=, 0“.ZM types O.4 coa*--3~s will be considered.

T%e GeneraL ?rov’isions,addi:$mal cLacses, and spec~+ica”~o= will he sade
a ?= of q restitan= cori~”acz, and ig adutioc ts ot!!e: =Lawes :e~-~
by PQMAc Law, Ex8mti7e C.4.US, and Gover-n: ?ro m--sent Reqclaeions
w&kh are ia ef: ●ct a= -&e :-e of award.

(,,



*
.

Zt is anticipated “Aat ixformt:on ta unsuccessful of:erors coverxg
contract awazd WLIL flatba avad.aide Unt=l ai:e= cm-k-act award. So pre-
●ward iafornwtion cmce~~ng “&e status of tks promremenc WL1l be
~hed other than so those organizations csncacted for negotiat~ns.

- requosc doss not coatmfet!!aCiavermxentto pay far cases he~ed ~
tha Submission of a ?roposd or for any otlhe= costs incarrsd yior ta t!!e
e%ecutAon of a ~ormal contract wa.less such casts are specUfcaUy aut!%ortied
ia =i* by tkm Contracting Officer.

T&@ Coae-ae.irig o~ficer k the only indfvi&al who can legally C-C or
obLigato the Government to tbe expenditure of public funds should a
coxttractresult by reason of a re*pons8 to th~s Rqxmst for ?roposals.

Prospective Of Serors are cautioned agatis: cocatacting technical ?e:socnel
of th u.S. Dep~rK of t!m Satazior b regard to this %xpesc far
Proposal prior to contract award. Ml cmzmuxicat~ons wi--%the U.S.
D~tment of the Ister20r concera2ng ‘&e procurement must be L-ee.sd to

m. Gregory 0. Rothwell OU (292)343-2105.

...

f-

./

.

i

Offerars are requeszsd to ideatLfy specifically any Ufsmacion coataiaed
fa their proposal WUC3 thy consider confidential and/or groprieeary ud
whLch tiey prefer UO% “~ bs disclosed to the ?ublic. The Menttilcatioa
of iafo7maeion as corEideaWal andior proprietary is $ar i.nfo~~onal
~~ ~~yt -d shd~ ~ot be btitig on *&e -v ~nc -~ ?revent
discbeure of such @formatLou. 7ftLe page and/or blaaket :esQ-2dsi7e
lqeads m not acceptable for ideneL”Lca”Aou of Mormatian under thx
proVLsion.

-’4&.=’.lmwd!?
Gregory D. ROt!zwell
Chief, Brarlchof Procurement

P!!aqfement

..J

2
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Proposals r=ce~ved ia accordance with this RFP will be evaluat~d by a
7eclmtfcalEvaluatiau Cmmi:tee consisting of Federal agmcy represeacatives
●nd such additional personnel as the -V ernamat 5ay sele= to prQcApata.

1. Offeror’s Understanding of the Project 40 points

● . Uademcaadfag of ehe project objectives ●nd capsbllicy for
re*pOase to specific questions.

b. understanding of ehe infomaeloa seeded for policy analysis;

e. Ldencificatioa of che problms co be eacounced in perfomac=;
●nd

d. familiarity or past experieuca vith ●ll relevant data resoucces
uh.ichare avafbble.

2. Persounel and Orzaufzaeio~al tilff~eaetans 20 poiacs

●. Personal quallfieacions (ezperiencc/training]- the Project
Direccoc ●rid/orPxZncfpal Invescigacor am! any assigned projecc ●ssfstaacs;
●nd

b. or~aizaciod qualifications, reseurces, objec:itity, report
quality and related ●xperience.

3. ?feehodologyand Work Plan . 30 points

●. Soaxuhxesuand b=eadth of approach;

b~ utt2Azatloa of ●ll resourcts ●nd new research if aecded.

6. Uaaagesientof the Praieec 10 pefms

a. Adequacy of involvemettc of key individuals;

b. cdcaeac co meeting
zeapecc co r8portin~ requirements.

scheduled milestone parcicularlg with

Total 100 points

(

.

b
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Background ?auer m a qeal:h ?Ian

for the Y2rshaLl Islands

&zicle l—Introduction

P.L. 96-205 requi=es the Secretary of the inc.eriorzu develop
an fntesrated. ccmp~ehensive health cars Y5Q~a@ a ?r~
of ●n~i:maencal research and rnoniccrin~for :he p%pies of
the kkrshalls for any injury, iiiness, o~oudiciou uhich may
be th result direcsly or indi:eczly of the U.S. nuclear
weapons testing program.

1. The statute. Z!le par%inent etatu:e is P!M.ic -W S6-205,
●pproved March 12, L3eIl,wkich provides in sac%!Aon102:

“(al In eddi-=on “- aq Gthar papents or !mie:i”-

--dud W ~W ~ e==pasa=e L=htii-ants of the atous
@f Bikini, Enewetak, Ror,qelap,ark UtzAc, h *&e
MerstiL ZsLands <08 radiation ●-m-e or o~her >osses
sustaAned by =hem as a resul= of t!!eU.titedSta-4s
nuclear weapons tes”Lag proqram at or sear tie atoUs
during the period 1946 “s 1958, the Sec=etary o: ‘h
Xatuk (herein after h ‘Ms section refe=ed @ as
tha ‘S~eWf’) -L ~rovide fox the people 0S the
atolLs of BMni, Enewetak, Wnqelap, and Ctirfi asd
for t!m people of such ot!ie=atalls as ray be found to
h = to have bean apasad to mdiatioa frum the
melees weqmne testbg program, a program of nedicd
care and treaumnt and enviromnental research and
mdtoring for any tijury, Uess, or condition which
may be the result L-ectiy az indi.~ctiy of such
nuckar weapons testing prom. Z’be?rogsam shall b.
~lemantad accs~g “s a pka devalopa< by &tbe
Secretuy ia cmstitation wi”& the Secretaries af
Befense, Energy, and 13eal”th,‘Aucation, and wel~a=e
sad wi* the L-cot involvement of representatives L-
the people of each of the •f~sctti atolls and fm the
gwunment of dm YLsrshsllZslsads. %e pka shall set
forth, as appropriate to the situation, condition, sad
needs of the L3di*ual ●toll peopLes:
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“@ at Sdu’=atim and h~r~”ticn moeui ‘s
enable the people of SUC!!atoUs ●A more fully
understand nucleex radiation and i“= effects;

“ (b) (1) ‘TM Secnq shall submit t!!e plan to the Caqress
no later than January 1, 1981. togetker wi’~ U recmmen dA-
tions, if eny, for firer Leqf slation. The plan shall set
forth the specific agencies rasponstile far k@smentig
the various elements of the plan. V~speGdo_9en?Tal-

re tlheSeczetary shall.eogsideg, end shell include-—. ..
in his recomen 6ationg.Ltie feasibility0+ <sin+ t!ae-P&lic——. .....
H@el-A Service.

..— . _
Afte= consul”~tionwi”h “&e ‘&ai.man of

the National Academy of Sciencas, the Seczeurr of EMzqy,
the Secrek~ of Defense, and Lhe Secreq of Health,
Education, and Welfare, the Secsetary shall ●stablish a
s~ 444= a<~:cmittee to review and evalgate the
iaqlementacio;’of %!e plaa and “a tie such recommendations
for its ixaprovementas su~ comit%ee deems advisable.

● (21 At *a request of t!!e Secretary, ariy Federai agency
shaU provids such information,~scnne~, fac~ties,
logistical support, 0= other assismce as the SecZatary
d~ necessary to Q out t!!e fuactions of tMs
program; tie costs of all such assia-eanceshall be
reimbursed m tb provid== thereof out of the sums
appropriated pursuant m th&s section.

“(3) AU casts associated with tie develwt and
~emenmtion of ** plan shaU be assumed hy the
Secre~ of ‘Zner~ and ●ffective October 1, L980, t!!ere
U* ●uthorized to be appropriated = t!!eS=cq
Of ~U9Y ~Y-~ m=s~~.”, ac~~
the -S8 Of tMs section.

“(c} ‘S3sS4csatary ti reprt W *e appropriate
c0usa4tteesof t!!e Congress, end to the p80ple of t!!e
●ffuted atolls ennually, o= more frequently if nec=sary?
on the implmmntation of the plan. Each such xep42n
W faclude a description of the health status of the
Q4dividuals examiaed and treated under tie phn, an
evaluation by -th scientific advisoq Ccumai=ee, and
any r~enbiations for improvement of the plan. Th8
first such report ahaJl be submitted not later -a

J~ 1, 1982.”.

what the stamte r~ ; es. section 102, *- -, Ls ~t
A SmbAw.q. Xt has been argued by souw that t!!eplan r~ed of
the Secre~ af the ‘titsrior,and the progr= resulthg from it, shodd

be n-~cted.solel%~the f- Samed-atom ● and then only to ln:=ios ?
LUXWS.eSti=Cmdit.iOnS _resultig - f-- ~he.~c~e= t-~~9 p~.. It
IG=ki argued by ot!!ers tlhat “Ae phn, id the rssul”fig prograst,
should q@~_ all atol~s.and <- ds af ti .Xa,rrshau Zslads , Uld
should provide mmprehenaive ~cal. care .toaU_ people ot the W-W-----
Xabnds.. —-
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The Intarior Deparmnt has noc reached any deiinic~ve position wish
respect co the scope of the plan required, or of the program co arls.s
from it. I: would welcome che qrly expressions of views f~om any
source as ta the requlremencs of the statute. ?relimizarily, the InCerior
Departzmc s~ggescs :hac che m~~wkle..~ea&Qg of the seacuca appears
to be t!’tacche Secrecary’s plan should provide for CQ~~~hensive he.dz~.———-
Qre far tie ~uh@iEancs of the four lfs:etiatolls - Blkin~,-Snewecak,
*geLap,

- — .-._
and UCirik;and chac~e iiihabiqan~sof add~c~onal atoUs -

should also be_&ordqd_comprehensive_healch~.~-~” ~hkv-.tivebeen af~gcced—.
b~ratiazian.-fram_che.nuclear,weap~..tes-dng prog:am. In

------ .-. ----
d~e~

whether the inhablcants Of additional atolls have ~se~ so affacce~,
s

evaluations of the people of chose aeons, and ocher rel.evancevidance
presented co him.

3. The Incetior Department has asked ehe Deparment of Eaergy CO
prov$de advice to Iaterior by mid-November 1980 as :0 che details of
the schedula required by subsection (a)(2), pertaining to environmental
rasearch and monotorfig , radiation dose assassmsnes, and risk ●scixaces,

~
and the educaciou and inforzaciou program required by subsection (a)(3).
The Deparrxuant of ~e~ has agreed to provide ~his decazled advice by
Chat data.

i

I 4. Back~ound information:

i
I

I

,

(a) Ror!ud.apand Utirik

The medical monitoring and folhv-up care programof the exposed peql.e
of Rongdap and Ccirik ●tolls c~ced after che 3ravo Shot FaUouC of
March 1, 1954. ‘Thisprogram has been che responsi>ilicy of the Atomic
Energy Msslom, che Energy Research and Development Admfniscracion,
and am zha Department of Energy. The medical =onZcoring and follow-up
medfcal care progzam of che exposed residents of these tvo ●coUs, and
for meabers of seJ.ected“comparisort”groups, has from the onset of the
program been contracted m the Brookhaxeri ??acional Laboratory, Associated
UnivwsZcies, Upton, N9w Yerk.
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Brookhaven now has 26 years of ziedical reseauch fin~gs and experience
in the field tit.!!the .=Gple of Rongelap and Utizik. It is reuarded,
therefore, as essential that any health care orctization that develacs
a +v~.w~ heal._i.~qm
work clos81Y wit!!●&a !4eaicd Department of Lie 3rookhaven Nation@
Labo:to--v on uast and ~ent nedical activities, as well as :ecoqumntiations
for “de future.

.—.
It is estQnated t!!t costs to “the?4edicaL9e2q==2nx.90-.— .

Sroakhaven Natio;al Laboratory so p~kicipate in this =itaseof Lie—.. .
>.e ~asic

cenL-~&aJ~&Lud~ ;eQbursement funds for t!!e 3raok.&ven-&.*
@_4ratory :or. participationfi..thaovezall heaiLh ~idn contract.

Tbe Srookhaven medical ?rogram for the people of .Rmqehp and utirik
basically has been a medical :eseareh proqram, but ‘&is ~data has, of
necessity, ever the years bees -~ed to inc~ude care of non-radiation
rebted diseases. This has been occasioned by ‘&e lack k the ?ast of
adequate pr~~ medical care h the .MarshellIslands.

= 1354, 04 ROngelapese ware expesed to fallout. Of L5ese 84 originally
exposed individuals, 50 are still living. mere are also scme 500 to
600 unexposed F.sncjelapese,made up of descendants af t!!e exposed grou~
phs “&e W“shalLese who have tingehpese bbod or ~Yiage affiLiat@n.
About 500 of tie u.mxpQsed .Rongeia-pese have been used on occasion as a
“c-son” group to tbe exposed >pulation.

Th origiaal WirLk expesed group cansisted ef Ma Mividuals, of whkb
120 still are alive. imother 500 unexposed Utirfiese, made up of descendants
of the exposed group and MarshaUese with Utirlk blood ox ~qe
●ffiliation, also fall into t!!eUtiriScca+~gory. some 37s of this
-r 9=ow have 5s- studied as ● “comparison” ~OUP to th qs8d

Utirikes8.

(b) Bikini

Bikini Atoll was the site of 23 U.S. ●-spheric tests. Z!be 170 Bikidams
resident ?.!aer@in 1946 were removed from th atol~ h. March 1946 Qrior
to *O start of th tasting procj=sm. L8*Ar several years of very unsatisfactory
resettlement ●fgarts in other -partsof the Mo~!ern Marshal1s, “the
~ were resett?Jedb wch L948 @m the isolated islamd of - b
Ql* Southezm XarSwls . Thus, fx ?!arch 194s Onwti *C U body of
tb people of Mkbi !are lived well outside the aUIM of the nuclear
tests.

L
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No radiologica~ aonitoriag or medical exami~aticnswer~ conduczed on any
Mkiaias until the e~-ly 1970’s, after a *1 group returned -a sikti

Xsland . The group, ac :Lzst consistig of worke:s, tha expanded to
family groups, pe:iodical:y was radiologically znnitored. m April
1978, some 99 ef Lhe L45 :esidems on aiw== island had whole body cmnt
examinations as welL as mdical examinations. Tlmse L45 residents ware
evacuated from 3ikini iSlU2d in Lats August L978. sOalSof this group
have been given follsw-up mnitoring examinations since the August 1978
~L.

Today there ue we= 900 Bikinians. Some 500 or so reside on U
Islaad, anot!!er L40 live on Gjit Island seu .Yajuro,some 100 or so Uve
la Maj=o, and anot!!er100 or so Live on ~eye. Smau rnmbers axe
scattered hi ot!!erparts of the Manhalls.

In 1969, a?tez cert~ia .pa5&sof Wcini Atoll were considered safe 2CK
reset”Lemexm, sznall nmbsrs of afiinians began to .retum to 3fiisi
Ishnd. The first retarases, as noted abme , we:e workers in “A. cleanup
& rGhabiLi”ation program s-~ted b 19?0. Gradually, family members
joined the wozkers and by the tid-1970’s some 60 or so MQnians were in
residence on Wtini island. By 1978, t!segroup had grown to 14S individuals.
It was this group chat was evzw~ated from aikini Island b late Auqust
1978 when the Ineerio= ~e?~ent concluded ‘At %&y burden levels” (
exceeded acceptable s“~k-tis. Cesi*xm137 ixqestion from locally grown
foods @.marily appeared to be the cause foz the rising body burr
l@7els. M a rssule, i= now has been de%ermin~ shat 3fkini isl~.d ~_e -
be off Untits for anot!!ez60 years.

Additionally, some 50-50 .W-s.hallesaof non-ailcinian descent li- and
wrked on 3W Island :or varyiiig~siods between 1970-76. ~ese
bditi&als alsa must be considered.

There has also been close association, incZudisg inter-marriage,between
the people of *ngelap and people of 3Wi. At least one expesed
*ngeLapese and his fami:y were resident on Bikiai Zsland in 1978 when
the bet ●vacuatkn occurred.

The $atest reset”thment proposal of the people of W&i involves l&viaq
on “b island of =neu in the B= Atoll, SrobabZy on ● rotatioa S=is,
end tie mafiteuce of ● conxnunityon XIMIsUnd. should this propsal
be fusible, heal-~ cue must b planned for (1) the %S4 Xa&nd c~ty,
(2) a possfile commu!uty on Eneu Island, MMni AtoLl, (3) ● small

Bikini C~~ h !!sjum, and (4) several hundred othes BiMnians
resitig at E5eye and other ~ of the .!hrshalls.

(c) =ewetak

In 1947. “A* 142 residents of SW--d Atoll a$se were eve-ted :rom /
tbek
miles
1950,

‘2hev were s8stied oa L!j elanq Amll, whid lies 124hiuia atoll. . \
sout!!eaat of Emwetak, in “~a Northern ,Harshalh. F- x94a tO
there were 43 tast datonatzons petia~ at Eaew- Atoll.
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Ujdang Atoll is wi%!a t!!eregion of Zow level fallout. At least once
during L9e nuclear testtiq pe:>od, i’t is reported that t!!eU.S. l?avy
mr=fiy eva-tti tie p=ple of Ujclang by taking the entire comuni ty
~ sea daring a tnst opesation.

Today approxim tely 500 people make up t!!elJjelanq-Znewetalcconmnxnity,
VAth another 40 or so Ujelangese Mving on E!aeyeor Majuro.

Wth the start of t??e cleanu~ and rehabi~”tationprogram of Enewetak
Atoll b 1976, a smll revolving comunity of some 60 Uje2.anqesawas
perndtted to live on Captan island in “Je southern p=. of zmwetaJc
Atoll. Mast of the members of the Ujehng conamnity have thus Lived for
●t least a sk mnth -period on Japtan Island durtig the t2naspan of
1976-19eo. 2n April 1980, the Japtan cormiunitywe expanded to 140
individuals . ?S of July 1, 1980, 265 Smwezakese had returned to t!!e
three aew communities. Mast of the :emtiuq -=pulation on CjeLang is
~t~ ~ ret== G =~ew =d Hedren wit!hinthe coming yezu.
Ujclang Atull, howeve:, will con~aue to be ●seal as a source of fresh
food supply and will M in continual use for tie nex% 8-10 years by the
~ewetak pe+le, either 5y having an outpost c~ ty t!!ereor ● zevolving

c~e. Health care for the people of ~eweti, accordingly,must be
provided at Ujelang L“ a coummnity remaias there as well as Enewo*.

I!he Depanaent of Znergy in the spring of 2980 tied otat● WOL8
-“ c-~ - *e -*S uje~=g group -prior to “- Fhnned rsmm to
tha Southern ~ of Zneuetak Atoll. No basic medical surrey of the
Rmwetak -up has as yet been carried out.

(d) Uther AtoUs of the Northern -rs.halh

‘Eae Government of the Xarshall Islands has expressed conside=abZe concern
that other ●tolls in “A* Northern m-shells known to be in the areas of “
$ow level radiation faUout, should in reality be listed in the category
of ‘affected atolls”.

Xn ●arly 19?98 t!!e Governs eat of the kshdl Islands en tIIe basis of
results of interviews, questionnaires, and examinations of the people of
UMep Atoll came to the conclusion that these is more than a no-
4=~ dence Clfthvroi2 Zisorders, t!!roat=roblems, and ot??e=medicaL

amcw the aeoele OS that atoll.

- Cove~ent of the Karshalls has reqmsted ‘Swt t!% healt!!of the
P=We of Ukiep andassociated ●tolls be tied. The Oegazzt of

Ov as acreed to mwiZe z bioc?mnical scz~enfm BtiiLe .of tie

P- le of LikieD Atoll, and of She peopLe of one ot!!er atol~ h *$
PQrShaUs to be selected as a con~ison P=* ation. .Yedicalstaf~
WOUM bQ iXICLUdSdh t!!e.Xr?ey t*U. N~Ot=GOM h~ tie ~~t
of the Xntesior, t!!e5sparaent of Energy, and “A We- ~t of t!!e
Marshall Islands currently (sunmer 1980] are ~derway to ●ccompl~sh “A
~ing Out of the S&-eening profile of the poeple of LUciep A~Ll.
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(*) Curnnt practice

c
,

(
1

1

I

(

I

.,

*

costq for &ha aedical moni”=xilg, f Oli- up care, and environmental
=nitoriag program of the Dep~ t of Enexgy far the xple of 2ongeLap
axldUti currently az~ in the raaqe 02 .$3-4 ui:licn. M cone-ast, in
IY 80, “&e entire kealL% hadqe= of the ?!!aJJJsLands_Gov~nt _was-
$2-7 m;~~’= This ammnt bd to provide mra”dve and ~=evm”dve medica~
care and programs for a population of over 30,000 peogle, many scat=~-ed
0s Oqtu ashnds . This anmant supported t!!easjor hospi”~l at .Majuro,
whlcb se-es as the only major is-patient facility in %!0 -shahs.
Th* current hospital facility k Majuro has 90 beds and is in very peur
conditioa, but QQk for a m+ _@s~=”al have been app=c=r: at ad _ In—. -----—. — —
addiUon to the !4ajurohdspizal and am .~eve sub-hospital, t!!el!!-shalls
EeaLtb Deparsswnt suppprts some 56 out-i si~d ti~&sa;i&.

.
some of

these are un~ez-manned and ill-equipped.
.

Admiais=ative and professional staffing of t!!e heal&A se.mites of tie
Mershalls ‘ 4~_accep*le heal-=hs’a.<ard,s= t!,!s~asz.
In an ●ttempt to Liyrove heaith cue, ‘tieF&-shall Isk3ds Gve::Saat
receatly m_ncJudA _~agxeen@* ● caLcU.e_ad~xr.c-:: of Lhe
timti--y~vegW~%s sion._h_G,~ -to. take over the control and
mqement-of -.heal”tksexvices L-- the P!bistry of !ieaithServices.

—---

This Bew health caze-semrice agency should bq -b.*uqht_&~U_~>@anniaq
. .. . ..-—.-. ._ ..-

~~i-se- ~the -coaL-actor-aL an eexZy- .s~g~~ .
f“-

(f) Special ?roblems Related to Diversity
\

of Residenca

-todsg ad special hsalth cars for the ~ple of Rmqehp, utixfi,
axkbi , and Meuotak q= ** -.$s~.no~y-in ~airJmne.aRdJs _bu&

~ ?!!=shall?shn<s where oo~$itarable numbers of-
thue .u4i2i.duLS ncw xesid~

— ---- —.. - -
Zesiporary- og--~.--mnt bes.$~.

Ebr exaa@e, thre often are u many -30ngela~ese and Utir&lcese i.ivinq a
~ uWor Majuro as =8 h :esidence on -ngelap and c’dik Atolls.
The pest and current medical program under the auspices of tlhe ~epar~ent
of Energy has had to be “Slox.ed to the @~~s_Qtere_-4A_res i-dants -“e
I&A+- at--time. af--tbe-quarterly ozaxxmaL~eys. This Piit-ti--&an

be a3cpacx to CQmthUe -kadsa~ ad mumU3e_-S~_@3zaJ4xtr3_o&.
m=sed ba~maw

M- B-ZS Of ati~ also ue scattered throughout the .tishalls
d these Ltdividuals also vilL be entitled “~ tied c=e. Alt!!ough
the people of %euetak, ha=aq dti oa U isoiated.atoll of Ujeiauaq
for tb past 34 yeus, m the =ss oohesive group, under the -ant
r8turn pmqram * t!!eaull of 2aawmtak, four ooamnities will be in
Uiawg. ?hUa will be new ~Qee oa (1) Za-e- :sktd, on (2)
Xedrau X8X, md on (3) Jap* :dsrid in the south== w. of anmez
Atoll . Dis-e &*een “Aase tilands Is too great to pe.dt ona cen~-~ized
local health facility. ~or the foreseeable .%tare also, theme ve-~
likely will be an Snevetak ~ty of v-ving sLz8 on (4) UjeWg
Atoll, vhioh iS 124 ti~es SOU-&&&St
-t be ?&ded with aedical care.
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Article II. Oblective

P“., ~
The pu~ose of this study is to provide the Secretary of the Interior
wfth recoxnendations on which he can iase a health care plan fo= :he
peoples of the ?!!zshalLsiden:l:isd h ?.i. 96-295. Iieausc SUbmiL
tlm pkn to Cmigress no lates than January 1, 1981.

I

I

\

(- )...

I

,,/..
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5. Definition of C.-rehensi-re Heal=! Q-e

Prbiap Care

Pr~ cam is t!!e care zeceived when “2e ~ati~?t ZL-st seeks sssis-aca
from the mdical care systen. The care at t!!= .=int UCSUL5 ticluda -h
care and “e-ea-=nt 0< tke simple: and/or ao=e co=== Uinesses * or

detetie t!!e zead for consul-a=ion wit!!or refexxal “= nedica2 syacialis-~.

Seeondw Caze

Tertiaxy Ca:e

Tertiary c-9 cms:sts of se.vices p=ovided 5y Y“G.UY specialize aedical .,

personnel, for exa==la, neurolo~ists and neu-es”=-gems. Suck se.wic:s (
generally requL-e Siqtiy eo@Qeicased tec.!anoloqica~and suq~r. :a=ilities, ““’
such as in:msive care unix and s~iali:ed surgi=al :acili-&es. ~esa
specialized se-3*:cesd :aciL:t&es gene--y are not available at the
secondary care Level.

Azticle 111 —Soeciftc Task

6. Respcmsi5iLi:ies 0: Lte Cm:racto=

(..
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~rahensive healt!! care would encompass Frbexy, secondary, and tarti=y
-e, as here= deffied. SucA cemrehessive care wou.Lcinclude *&e

Th contractor should underzze to insure that, to the extant possible,
the services and activities to be prwided under the propQsed plan be
integrated to achieve ~iaum efZLciancy.
~~ rnnent \e p~v~ h ,~e

c.oordinatadwith t!!eheait!!ca:e sraqrm es-~lished =-sum: “~ •-~*
statute. The contractor will be requ‘nsd to srovide cast --*+aa$es for
tbs plan.

(b) Altbouqh t!!e“mteriar Departmnt’s ?reltimzz view is
that ● PM for coxnprehensivahealth care for all of “the&krshalM

develo= an imteqratad, ccmmekensive healt!! cazs proqram f~r ail atolls

and isktds of the .%wshll$ .— As ~~e stitute provides, the exten= 05
care to be provided would be a~opriate to tlbe “si*tion, candition,
and needs of the Indiv:duai ●toll peoples”. The con’=actor willM
required to provide costs as-tss for this plan.

(c) Altbuqh the =tsrior Ge-oartment’s prdidnery view is
that a program far health care that 2s mre =tens&ve than tkakt outJ.Lmd
= (a) above, and lessmmensive* at oU*e~ ~ (b)t =ce* =~*
boundaries of thm sta~ate, it asks the contractor to c!evekp ● hetith
care program for the MarshalLs along the folbwhg has:

(yehe’”we”=”:d:’’%s::of?he Znterior Dep~rzc UW2d L?itiate t lamentation *f_.
1 43 ,. he~. T..ati

the oeovles of Fmaelaw, Ctz:-ik,3Lkini, and Z~ewetak, a!!dwould prwide
them sr~, secondaxy, and terti Cara. Access t ti~~d
terti medics1 c=e would > affo~.e< 5Y amroriaee c~ca”ion U
~ansmr”ation capabilities (that is, wice and visual c~catiqn

the medical centar at Majuro, ant!energenq evacuation capabilities),

as part of the comprehensive beal”h car* program.

,.

(
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(d) JUtbuqh the Zate=ior 2epamene’s preZLninary view is
%-t a ?mgram far heai=l c~-e Zk.azis less -.axsive ‘:- C!!C aatLLzed
b (al above may not meet t!!e requiremen- of “thestatute, it asks
the centi-ae.sr -4 develop a plan tu protide health cam far *&e people
of Bikini, Eaewe*Ak, S.=nqelaa,Cti=ik, ‘SikieU,?.e+it. ~1~ ~=v ~Qt
Wotie, CAae, and Lae a:alls, ~~-tiiZ?scecz ‘d ~v inlum, ilkess, or
c “-. *h~u !3-
Weapon s testtiq nrouraxa. The contractor will be required to provide
cost es”-tes far t!!is phn.

(1) Fmqelap and Utirfi woples. “-t wil~ be rqzi:ed
by way of staf:, facalizzas, c-3ssr4r=ac2.on,comunications, equipment,
●tc., to provide for the continuance of special medical sc=eeniq and

c=e of t!’!’e●xposed persons and ~ansian of t!!s special p:ognm ‘~
provide comprehensive health care fcr all L-=i:zm”s of Rmgeiap and
Utirik. To Lhe -.mc a?prcpriate, altamative ae~!ds of gxovidQ~q
this specialized carat ?lus comprehensive heal=< care, should he ~=esented,
along with eszimited annual costs. The plan aust provide for m-A-Qll
end Off-Atoll residents.

(2) Enewetak. What wii be requi=ed by way of staff,
, facilities, tram~rtac~on, c=mnunicationa, equipwnt, etc., to provide

r

for radiological sczeenLYg of the .=ple of ~~ewe+~ ~ t!!eirsew
‘.

consmmities on %ewew Atoll and to proviidealso a comprehensive %sl+tb
cars program for them. To the exzent appropriate, alternative methods
of providing this specialized radiological Sc=eenisg and c~rehensive
health care skmuld be presented, Long wi=h estimated unuel casts.

(3) m.ki.ni. ‘Whatwill be required !ay way of staff,
facilities, tmnapor=, comuni cations, equir-nt, ●tc. ? to protide
for radiological screening of the people of 3ikini if Lhey return to
~ of the 3iti7i Acdi? Whae will be required to provide a comprehensive
health care program far t!!e Sikti.iansh t!!evarious locations in which
they my xeside h the foreseeable future. To the extent appropriate,
●lterne-dve methods of providing this specialized radiobgaca2 sc=senl.ag
ard cmprehenslve heal”A caxe should be presented, along with estimated
SJmud costs.

(4)
~rnment of ‘he !Mrshall ISi&!!dS. Y’he co.nstituuon of the Y!!-shall
Islaads “recognizes ‘J.eright of th Pple to health cam, education,
and legal services and ‘-!eokli~a-don to ‘de every ste? zzasonable ~~d
necessary to provide these se-~icesm. (Section M, -. 1. COnstitation
of the l!!shal~ Islacds.) The Gcve.msent of tl%e.Mars?allIslands has a
l!!s~ry of EeaLth and aa on-going p:w= of healtlhca:e.

(..
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&y program of heal+A care ~or the people affected by radiaticn shoul~
b9 ixategratad, to th ~ -teat pessi!ale~ wit!!a future heal-.!ezue
program of the Government of =he P!!shall Islands.
●ccoxSingLy& .!x.r*Gired .-=-~ ~ e ~enc facilities and ?ropcsed
bspitd and dispmsary facll~tzas and stif~

7$
to dete.=ne how such local “

s-f f_amd_fac:Litiescan be.uti.lized-!CO-%”o~id~-ca==~e~ive ~eal=~
cars fo~3aoules of ●de af fectad..atolls.

(S) PT3mSZY care. Because many of the paqles concerned
will be litig b an “out-island” centsxt, the cantrac~r should set
fo~ recommendations on how ‘Prisbary care” can best be px:ded t= L%e
W@. h such a Csntmrt ●

This should include recoumen&tions on ‘&e
type of stif, facilities, ~ “q !?SAc-titione=s, etc. It will be
necessary

w

)

to detexmse whekher present otat-ishnd facilities and ?mgra=s
main-tied ‘Ae Government of the 14arshallsIslands can be u~raded
and subsidized to provvie thxs essemiaL prtiry care for t!!e:AG
concerned, or wnet!!er a separate przmtry health care ~ystem, SUP.W=*,
and ;mrated by the IJ. S, will be rsqu3zed?

I
(6) SeCOtiIUY and ?afis care. =e ====r wLU h

-.

c required to see foti recommendations on where and in what ~.er seco-f
./ and tertiq care can be most effectively provided, both fmn *abient

*/ “ and cost stand~iats .
I

(7] Cost of Msion of Comprehensive Hedt!! Cam for
au of the Mazsh.ails. ‘Em peoples of the desi~ted affected ●tolls will.:
require both “on-atoll” and ‘of+a=ll” co=prti=~ive c=e. ~=Y Of
tha individuals requirtig the q~rticnsiv- care will be in “thepresent
major populated cmtezs. The numbers away from the ~m ●to~s =Y we~ .t
run iato sevesal thousand. T?Ie contractor wiU be request ad to draw up
cost ●stimates O: a comprehensive heal’A care program for alJ of tie
Marshalls that would ~Lve the type of comprehensive care r- ed for
the peo~les of the affected atolls. \,.

.
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Article xv - Deliverables

A. Latter Pragess Reacr:s

=e coacrac~cr shall prepare and submit two letter progress reports noc CO

●xcmd five pages in length. Each of ehese reports shall:

1. Identify projece status, including an esci-tion of percentage
empletiou.

2. Report ●xpandltures in peciod of report and cumulatively and
•~aZa devfacions frm estimated expenditure levels; and

3. Surnnarize wrk performed; ●ccoaplfshsenes; and prablsas
●muncered dur:xg “periodof report; plans for succeeding period; ●nd
act2ma requested for ehe Departssencof che Iacarior.

These reports shall be sukieted six (6) copies, five CO the Contracting
Officer’s ?echnical Rapresencac~ve (COZR) ●nd one co the Eranch of Coacraccs.

Cexre -Z Nbt later than the 4&h week and the 5th week of the cantract.
.
L
\-
.

E. 8etafled Work Plan

After ,gschertng and asstdlaefag relevant available information on e3e
su&j*ct of CSfs work effort, the contractor shall prepare a decaiied seaeence
o=tlfna of the final report. TMs shall be subticted CO the Oepar:aenc of
the Merior for revtew and comment in six (6)copies as indicatad in A
shove. Tbe COT3 vill reply by approvfng or recoamanding mciificaelons co
C?m ouc~fne vfchin two (2) weeks of its reeeipc. If necessary che CCTZ ~ay

~sc a UIeeSi~gwith key coaeraceor personnel during the e~o+-eek period
u dXSCUS8 the proposed detailed outline.

!Mfq: 7hree weeks ●fter coatracc award.

,



C. Draft Re90rc

-

i?m coucrac:or shall subd: a draft :eport in SiX (6) copies as indicated
in A above. 7his r~port should fuclude :he resul:s of all Che research and
any findings. Subcdsslon of this draft re?orc should ark Che couxpleclon
of the aajor ●lements of the contracc, except fzco:poraciou of the Deparmene’s
cuame=ts and preparacioa of the final report. The DOI shaU have two (2)
weeks to respond to the draft re?orr. If :he cmc:actor does not receive a
reply or a rsquest for an ●xtension of ciae within tm (2) weeks, the
contractor =ay assuzae the concenc of c5e draft report 1S acceptable. ihe
DOI -y, 4C its OpCfOn,
the draft report during

Delivery: Six (6)

request a meeting vi:h the concraccor to discuss
the tuo (2) veek review period.

weeks after contract award.

Aftes receipt of the deparmeac’s coumenc on the draft report, the contractor
absll prepare and submit the final report to the Depar=ent in six copies
●s fndicaced in A above. The Departnenc vill have two (2) weeks to ceview
the final.report and iudfcaced to the contractor its acceutabiliey or aiaor
modificac~ons requf:ed. L’ che concraccor does noc receive a reply from
the Deparmerx viefiin:WO (2) veeks, the contractor =ay presume che final
report is acceptable. After acceptance or miaor modi:icacioa of the final
report, the concraccor shall prepare and submit ehlr:y (30) ceples of the
final report and a reproducible COPY to the COTR. One copy shall be sent
to che ?iranchof Contracts.

2nitial Delivery: Sevea (7) weeks ●fter coatract award.

Kmal Delivery: Eight (8) ticks after concrace award.

E. Briefings
. .

AC a the to be ●rranged by the COTR, but no ●srlier than the t=euty first
ueek of che contract, tb+ cuncraecor shall arrange co have key staff,
consultants ●nd subconc:actors ia ●ctendaace ●t a meetiag ●t the Oeparmea:
of the Interior, Zashiagcon, D.C., to present their specific assia-ents
and ●reas of speciality and the answer to questions on Pestern coal fadust~
from Departmnc ?ersoxmel.

..

Article V - Period of ?erfo=ance

The contractual pecfod of performance shall be for tvo mouths from the date
of the contract ●ward. . .

Article VI - Government’s Esttiate of Workload

T!m Cove-me ●stimates wrkload for t!alsproposed ?rojecc CO be,fortpeizht
man-maths.

(.:,..
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APPENDIX D

Summary of Loma Linda University !dorkingContract



BACKGROUND
-

,
Public Law 96-205 directed the Secretary of the Interior to
submit to the Congress of the United States by January 1, 1981~
a health plan for the peoples of Enewetak, Bikini/ Rongelap~
and Utirik, and for the peoples of such other atolls as may be
found to be or to have been exposed to radiation from the nuclear
weapons testing program carried out in the Marshall Islands
during the late 1940’s and the 1950’s. The health plan is to
provide for a program of medical care and treatment and for
environmental research and monitoring for any injury~ illness~
or condition directly or indirectly resulting from the nuclear
weapons testing program. It is to be comprehensive and provide
for prtiary, secondary, and tertiary care with special emphasis
upon the biological effects of ionizing radiation.

During the nuclear weapons testing program Enewetak and Bikini
were used as test sites. Rongelap and Utirik each received
substantial amounts of radioactive fallout in 1954 and their
populations were evacuated for a period of time and have since
been subject to continuing medical monitoring and follow-up.
Other atolls in the Marshalls are believed to have received
varying amounts of allout and may have received sufficient
exposure to qualify their peoples for health care under the
authority of Public Law 96-205.

(.,

Following interagency discussions and meetings on August 4 and
August 6 with other Federal agencies, and representatives of the
four named atolls and the Marshall Islands Government, the
Depar@ent of the Interior on August 8 issued a request for
proposals to assist the Secretary in developing such a health
plan.

ARTICLE I Objectives: The objective of this contract is to
provide the Secretary of the Interior with analyses of health
plan options for the Marshall Islands in accordance with
Section 102 of Public Law 96-205.

ARTICLE II Scope of Work:

A. The Contractor shall furnish all qualified persomel,
facilities, equipment, supplies, and all other items necessary to
perform a study and report on options for health care for the
Marshall Islands in accordance with its proposal submitted
September 3, 1980, with an addendum submitted September 17, 1980,
both of which are incorporated herein by reference and made a
part hereof.

B. Each of the options to be covered in the.report will include
a study of and recommendations concerning comprehensive health
care for the peoples of Enewetakl Bikini, Rongelap, and Utirik
atolls.



c. For each analysis rd.3tiv9 to the four above named atolls
and any others that may be found to be or to have been exposed
t~ radiation f mm the nuclear weapons testing program, estimates
will be provided with respect to carrying out the health program
dixectly through United S-tes agencies or organizations. This
analysis will include estimates foz c~-rytig out the health
program through or in conjunction with the health care agencies
of the Marshall islands Government.

D. The contractor will submit health plans acccxding to the
fol~owiag outline (Primary, S=O- t T-i=W ●

1. Comprehensive care fo= the peoples of Roagelap, U*U ?
Bikini - Enewetak.

2. Comprehensive care as ti 1, plus comprehensive care
for peoples of other aff acted a~lls of Kik.iep,Mejit,
Ailuk, Wotho, Wotje, Ujae, Lae.

3. Cora~relmnsive care as in 1 & 2 above, plus comprehensive
care for all other atolls of the Marshall Islands.

E. Rt2fUSIIC8 to RFP and Lana Linda University Proposal
●

LLu Scope of Wxk

A+ A 1 = C~rehensive (Psi Sac 7er) on 4 (?)
AtOllS . Secondary care on Ebeye, Majuro (– I

\

D Zimited D 2 = L as above plus comprehensive care for
to radia- the peoples of other affected atolls
tion

B B 3 = L + 2 as above plus cmnprehensive care
for the peoples of all other atolls

c c Comprehensive ~e as in 1 *me - pr~
care for all othee atolls; subsumed by 1 and
3 above.

F. Assumptions

1.

2*

3*

It is med%cally hpossible, at -e p=x C=e l-elf

to separate mst injuries, illnesses or conditions caused
q~n~tg: M* r~ia~oll 4Bffacts fm OthU health

my earpansicYn of secmdary and tertiary cue ~ for etical
and economic reasons, should be available to all other
Marshallese. -

It is anticipat- that for seco~ level care to be
(

adequate ad cost effective, it will need to be located
on Ebeye and Majuro.

-2-



(- ARTICLE III Methodology

This work will be accomplished by an analyses of available
background data, a series of on-site sueys, discussion with
current health care providers, and evaluation of health care
needs as outlined in the Loma Linda University proposal on
pages 4 to 12 and addendum of September 17, 1980, on pages 2-7.

ARTICLE IV Deliverables

A. Letter Progress Reports

The contractor shall prepare and
reports not to exceed five pages
shall:

submit two letter progress
in length. Each of these reports

1. Identify project status, including an estimation of
percentage completion.

2. Report expenditures in period of report and cumulatively
and explain deviations from estimated expenditure levels; and

3. Summarize work performed; accomplishments; and
problems encountered during period of report; plans for succeeding
period; and actions requested for the Department of the Interior.

B. Draft Report

The contractor shall submit a draft report in sti (6) COp~eS as

indicated in A above. This report should include the results of
all the research and any findings. Submission of this draft
report should mark the completion of the major elements of the
contract, except incorporation of the Department’s comments and
preparation of the final report. The report will be handcarried
to DOI for discussion on November 19, 1980.

Delivery: Six (6) weeks after contract award.

c* Final Report

After receipt of the department’s comment on the draft report, tie
contractor shall prepare and submit the final report to the
Department in six copies as indicated in A above on December 3, 1980.

ARTICLE V Period of performance

The contractual period of performance shall begin on October 3
~1980; and all work and services required hereunder sha

=Leted on or before December 3, 1980.

-3-
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APPENDIX E

Loma Linda University Contract Personnel
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APPENDIX E

LOMA LINDA UNIVERSITY CONTRACT TEAM

Detlor, Lyn, B.A. - Vice-President Adventist Health Services West

Expertise in logistics of supply management

Elick, John, Ph.D. - Professor & Chairman, Department of Antrhopology, LLU

Expertise in Anthropology and Sociology

Ford, Robert, M.A., M.P.H. - Assistant Professor of Health Sciences, LLU

Expertise in International Health Planning and Cultural Geography

Gaede, Dorm, B.S., M.P.H. - Instructor in Health Sciences, LLU

Expertise in Health Administration

Gaede, Jackie, R.N.

Expertise in Nursing

Haddad, Anees, Ph.D. - Professor & Chairman, Division of Behavioral Sciences, LLU

Expertise in Anthropology and Sociology

Hart, Richard, M.D., Dr.P.H. - Associate Professor & Chairman, Department of
Health Sciences, LLU

Expertise in International Health and Health Auxillary Manpower Evaluation

Havens, Doug, M.A. - Assistant Professor, Department of Agriculture, LLU

Expertise in International Agriculture and Foods

Heidinger, Harvey, M.D., M.p.H. - Assistant Professor of Health Sciences, LLU

Expertise in Rural International Health

Horsely, June, M.S.W. - Associate Professor Chairperson Social Work, LLU

Expertise in Sociology

Hoyt, Fred, Ph.D. - Professor
of Humanities, LLU

Expertise in Sociology

& Chairman, History Department and Director Division



/––

(,:

Kirk, Gerald, M.D. - Associate Professor Radiology & Chief of Nuclear Radiology,
School of Medicine, LLU

Expertise in Nuclear Medicine

Maynor, Janice, B.A. - Secretary, Department of Health Sciences, LLU

Expertise in secretarial & support services for International Health Programs

Moore, Nancy, B.S. - Health Administration Student, LLU

Expertise in Health Administration Data Collection & Analysis

O’Bryan, Linda, B.S.

Expertise in Sociology

O’Bryan, Rick, M.P.H.

Expertise in International Health

Pelton, Ray, B.A. - Associate Chairman

Science

Department of Health, General Conference of
Seventfi-dayAdventists, Washington, O.C.

Expertise in International Hospital Administration

Rieger, Roger, M.B.A., J.D. - Assistant Professor of Health Administration, LLU

Expertise in Health Administration and Health Law

Snow, Gerald, Ph.D., M.P.H.

Expertise in Environmental Health

Thomas, Merlin, M.D.

Expertise in Medical Cdre

Willard, Rodney, M.D. - Associate Professor Clinical Pathology, School of Medicine,
LLU

Expertise in Clinical Laboratory Science and Radio Cormnunications

In addition tothose listed above there were a large number of personnel
actively engaged in researching background data, collecting informational data,
developing survey instruments, and analyzing information and data, who did not
participate in actual field activities.
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APPENDIX F

Guam Micronesia Seventh-day Adventist Mission Contract with the Marshall

Island Government for Providing Health Care



AGREEMENT FOR MANAGEMENT OF HEALTH CARE DELIVERY
IN THE MARSHALL ISLANDS

This Agreement made this day of 9

1980, between the Government of the Marshall Islands

(Government) and the Seventh-day Adventist Mission,

Guam-Micronesia (Contractor):

The Government desires that the management and

control of those activities and services presently administered

by the Ministry of Health Services of the Marshall Islands

(hereinafter, Ministry) be discharged by an organization with

experience and competence in the field of health services.

The Contractor is willing to provide the management services

desired by the Government so long as the provision of such

services requires no additional funding from the Contractor.

Article 1. Management and Staffing.

A. The Contractor agrees to manage and staff

the existing function, services, and activities currently

performed by the Ministry, set forth and described in Schedule Al—

attached hereto and incorporated herein, and subject to the

staffing requirements set out below, and subject to such

exceptions which might arise concerning special grant or project

funds set forth and described in Schedule A2 attached hereto—

and incorporated herein.

B. The Contractor shall manage the Health Services



2.
I

c“-

system by assuming control and management over all existing em-

ployees of the Ministry and by assuming management and control

of all equipment, supplies, materials and medicines currently

held by the Ministry and by utilizing equipment, facilities,

real and personal property and vehicles currently owned, controlled

or utilized by the Government as part of the Ministry.

c. In addition to maintaining present professional

and administrative staffing levels, The Contractor shall

provide a Health Services Administrator, a Medical Director

(or, Chief of Staff), a Director of Nurses, and two additional

physicians in residence. In addition to the above personnel and

the services set forth in Schedules Al and A2, the Contrator

shall provide the services and personnel as set forth and des-

cribed in Schedule B attached hereto and incorporated herein. It

is expressly understood, however, that the staffing level to which

the Contractor is conwnittedby this C represents a standard

which the Contractor is comnitted to maintain to the maximum

feasible extent, but shall not be construed as a minimum staffing

level required to be maintained by the Contractor at all times.
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(There is no page three)
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Article 2. Term of the Agreement - Date of Inception -
Transition - Renewal.

A. The term of this Agreement shall be until

September 30, 1982.

B. The Date of Inception shall be the date on

which the Contractor formally assumes management of the

health care system, and, unless mutually agreed by the parties

to be otherwise, shall be the first Sunday after which

all of the following have been accomplished:

1-

2-

3-

a Certificate of Need shall have been
issued with respect to Contractor oper-
ations hereunder by the administrative
agency having competence to issue such
Certificate;

the Health Services Administrator shall
have assumed responsibility and commenced
full-time management of the health care
system;

those steps agreed by the parties to
be prerequisites to inception of the
agreement in the Transition Memorandum
shall have been completed.

c. The parties shall, contemporaneous with the

making of this Agreement or as soon thereafter as reasonably

practical, and no later than 30 days thereafter in any event,

make and enter into a Transition Memorandum, specifically

setting forth the steps necessary to assumption by the Contractor

of management of the health care system, establishing a

timetable for execution of those steps, and defining specific

prerequisites necessary to be completed prior to the date of

inception of the agreement.
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D. This Agreement shall be subjectto renewal

for successive terms of five years subsequent to the

initial term. The parties hereby agree to conduct a renewal

conference at a mutually agreed time six to nine months prior

to the expiration date of the initial term or any subsequent

term, and at that conference to advise one another in writing

of their intention with respect to either renewal or termina-

tion. In the event the Contractor advises the Government

of its intent to terminate at the

any other time, Contractor hereby

effort to assist the Ministry and
/-

to transition1

assumption by

of the health

renewal conference or at

pledges to make its best

the Government with respect

to either management by another contractor or

the Ministry of direct management and control

services system. Except for provisions for

termination for cause as set forth in Article below,

the agreement shall not be subject to termination except at

the expiration of the terms provided hereunder.
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Article 3. Funding.

services,

Al and A2

A. All funds appropriated by the Nitijela for

functions and activities as set forth in Schedules

shall be released to the Contractor on a letter of

credit system on a quarterly basis in advance,”except in those

cases where the allocation of Federal Funds to the Marshall

Islands has been delayed, in which casethe Government and the

Contractor shall determine a paynent schedule of funds reflec-

ting availability of such funds in the Marshall Islands

General Fund. The specific details of operation of the system

of release of funds hereunder shall be set forth in a separate

funding memorandum between the Contractor and the Ministry of

Finance of the Government, subject to agreement also by the

Ministry of Health Services, which memorandum shall be appended

to and become

B.

excess of the

without first

part of this agreement.

The Contractor shall not incur any expenses in

amounts which the Government agrees to pay

obtaining the express approval of the Cabinet

through the Ministry of Health for such excess expenditure.

Should there be approval of such excess expenditure the Govern-

ment shall reimburse the Contractor for such expenditures on

such terms as the Contractor and the Government may agree.

C. The Contractor and the Government shall cooperate

to the maximum feasible extent with respect to obtaining and

management of continuing and new grants. The parties expressly
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contemplate that the Ministry shall continue to maintain,

separate from the Contractor, a fully staffed Office of

Secretary of Health Services, and the Contractor shall coor-

dinate with the Ministry with respect to grants through the

Secretary of Health Services. To the maximum feasible extent,

application for grants and their administration shall be

by and in the name of the Contractor. where, however, applicable

law or regulations would preclude grant application or adminis-

tration by the Contractor, the Secretary of Health Services shall

undertake those steps necessary and appropriate to securing

and managing of such grant. The Contractor shall advise the

Government, through the Office of the Secretary, as to the exis-

tence of and desireability of applying for such grants and shall

assist the Government in the preparation of grant application.

that

care

make

In the event the Contractor notifies the Government

a certain grant is necessary for the delivery of health

services, the Government sha71 make its best efforts to

grant applications as necessary where the Contractor is

effectively precluded from so doing. Failure to obtain such

grants after application is made shall not be grounds for

terminating the agreement.

D. The Contractor shall establish and maintain

a Finance Office within its organization which shall be respon-

sible for the collection, maintenance, disbursal and accounting

of funds paid to or received by the Contractor in its adminis-
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(

tration of the health services system. The Contractor’s

Finance Office shall maintain an accounting system according to

standard and accepted accounting practices which shall be

approved by the Secretary of Finance of the Government.

The Contractor’s Finance Office shall submit monthly to

the Ministry, the Secretary of Finance and the Cabinet,

financial statements as required by the Government. The

Contractor shall be required to take an active part in

the Marshall Islands budget process and shall coordinate

with the Secretary of Health Services in discharging its

duties in this regard. Recognizing, however, the specific

oversight responsibilities of the Office of Secretary of

Health Services with respect to the Contractor, no Contractor

employee or office having responsibility for or involvement

in the Contractor’s Finance Office shall be simultaneously

employed by the Office of Secretary of Health Services,

The Contractor shall be audited regularly by the

Marshall Islands Auditor General. The Contractor shall also

be subject to audit by the Ministry and/or the Cabinet.

E. All funds allocated IO the Contractor unexpended

by or unobligated by the Contractor at the end of the fiscal

year, shall remain with the ”Contractor. Funds disbursed by

the Government and retained by the Contractor shall be exclusively

expended for or applied to those activities of the Contractor

pursuant to this contract. Upon termination of this Contract
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for any reason, all funds allocated and disbursed to the

Contractor under the Contract which are unobligated or

unexpended shall be returned to the Government.within 60

days. In the event of termination all patient fee proceeds

in the hands of the contractor pursuant to this Contract shall

be treated as Government allocations and considered as

being on the same basis as funds allocated and disbursed

to the Contractor pursuant to the provisions of this

E.

F. Increased funding may be provided by the

Government after a request has been made by the Contractor

or at the sole instance of the Government, but failure to pro-

vide increased funding upon request of the Contractor shall not,

in and of itself, be a cause for termination of the

agreement. The funding made available to the Contractor

pursuant to this agreement must be appropriated by the

Marshall Islands Nitijela or disbursed as otherwise authorized

by law.

Failure, however, of the Nitijela to authorize and

appropriate funding to the Contractor substantially at a level

consistent with the level of funding extant at the end of

the first year after the date of inception or conclusion of the

first full Marshall Islands fiscal year completed after the date

of inception, whichever occurs later, shall constitute a prima

facie cause for termination of the agreement by the Contractor.
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The Contractor does not, however, rely on continued

funding beyond any fiscal year for which an Appropriation Act

has been passed and shall not be able to assert a claim for

any type of damage arising out of or caused by the failure of

the Nitijela to appropriate moneys.

G. The parties agree that as soon as reasonably

practical, and, in any event no later than completion of the

transition period they shall agree on the level of funding

for all activities of the Ministry at the date of execution of

this agreement. Schedule attached and incorporated herein

sets forth the mutual understanding of the parties with respect

to funds presently being expended but shall not be deemed

conclusive or binding.
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Article 4. Personnel.

A. All employees of the Public Service working in

the Marshall Islands Ministry of Health on the

preceding the assumption of management control

shall be employed by the Contractor except for

date innnediately

by the Contractor

those instances

where Federal Program Requirements prohibits such employment,

in which case it is contemplated such employees shall become

employees of the Office of Secretary of Health Services.

B. All personnel referred to in A above shall

retain all benefits acquired during their employment in the

Public Service and the Contractor’s obligations for provision

of benefits shall be the same or equivalent to those provided

for those employees when they were in the Public Service.

This provision shall apply specifically to accumulated leave

time, and sick leave, insurance and retirement benefits.

C. During the transition period Contractor adopts

as its regulations relating to personnel the regulations

in force on the date of execution of the agreement as pro-

mulgated by the Marshall Islands Public Service Conmiission.

D. The Contractor and the Government well, during

the transition period, mutually agree on permanent personnel

regulations for employees of

effect on the inception date

thereafter as possible.

the Contractor, which shall take

of the agreement or as soon
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Article 5. Religious Freedom.

A.

on account of

B.

No employee shall be discriminated against

his religious belief or practice or lack thereof.

The Contractor may, at

without funds, assistance or support

employ a Chaplain of the Seventh-day

its own expense, and

provided by Government,

Adventist faith to

render services as a Chaplain to persons treated in the

health services system who desire the services of a Chaplain.

Nothing herein shall be contrued to prevent clergy and

religious practitioners of other faiths from access to the

facilities of the health care system and patients being

treated within the system.



(There is no page 14.)
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Article 6. Supporting Activities

The several departments of the Government shall

provide support services on the basis of the agreement

between the Contractor and the Government set forth in

Schedule D attached and incorporated herein.

(’v,.
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Article 7. Training.

Contractor shall provide basic orientation programs

and continuing education for employees of the health services

system. Employee education programs shall be funded from

the annual operating budget underwritten by Government, and

may include, to the extent determined necessary by Contractor,

visiting instructors and other specialists retained to

achieve these training objectives.

(!y.
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Article 8. Management.

A. Contractor shall report to the Ministryof

Health. On a quarterly basis Contractor shall furnish

written reports to the Ministry which shall include

statistical information on at least the following:
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B. Subsequent to the submission of quarterly

written reports pursuant to A above, Contractor shall meet

with the Minister of Health and such other Cabinet

comnittee or representatives as Government may choose to

discuss the quarterly report and the overall administration

of health services under the agreement.

C. There shall be an advisory board made up

as follows:

The Cabinet of the Marshall Islands shall
appoint eight members; four shall be appointed
from among Government employees and office
holders; one of these shall be the Speaker
of the Nitijela or his designee and one shall
be the judicial office who is Marshallese
holding the highest judicial office in the
Marshall Islands or his designee. The terms
of office initially for the Speaker or his
designee and the judicial office or his des-
ignee shall be one year; the terms of office
of the other two public sector members shall
be initially two years; after completion of
the initial termsall terms shall be for two
years. The remaining four members shall be
appointed by the Government, one of whom shall
be a full-time clergy member, who shall serve
an initial term of one year. After com-
pletion of initial terms, the terms of the four
private sector members shall also be for two
years.

The Contractor shall designate the Health Services
Administrator to be a member of the Advisory Board
and shall, in addition, appoint a member from outside
the Marshall Islands whose expense of participation
shall be borne by the Seventh-day Adventist Guam-
Micronesia Mission from non-contract funds.

The Minister of Health shall be an additional member
and Chairman of the Advisory Board.
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D. The Secretary of Health Services shall provide

permanent staffing and support to the Advisory Board

provided under C above.

E. The Office of Secretary of Health Services

shall provide for regular contract oversight and comnunity

input to the Contractor and the Contractor shall cooperate

to the maximum extent with the Secretary of Health Services

in discharge of this function.

F. It is the expectation of the parties that the

function of health planning for the Government will continue

to be discharged by the Ministry, through the Office of the

Secretary of Health Services. The Contractor shall cooperate

with and assist the Secretary of Health Services with discharge

of planning responsibilities and shall furnish such data

as the Secretary of the Secretary’s designee may require

from time to time with respect to health planning.

G. It is the expectation of the parties that the

Office of Secretary of Health Services will establish

standards for evaluation of health services available and the

qualityof health services delivered. These standards will,

to the maximum feasible extent, be measurable and objective.

The Contractor shall cooperate with and assist the Secretary

with discharge of the Secretary’s responsibilities with respect

to standards for evaluation of availability and delivery of

health services.

1,
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H. It is the expectation of the parties that the

Office of Secretaryof Health Services will establish and

corporate an Office of Vital Statistics. The Contractor shall

cooperate with and assist the Secretary with discharge of the

Secretary’s responsibilities with respect to vital statistics.

I. It is the expectation of the parties tha the

Office of Secretary of Health Services will establish and

maintain staff with respect to assessment of environmental

health questions and for supervising compliance of Ministry

activities with applicable environmental law and standards.

The Contractor shall cooperate with and assist the Secretary

with discharge of the Secretary’s responsibilities with

respect to environmental health and compliance functions.
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Article 9. Fees for Services.

A.

on a fee for

Services shall be provided to all persons

service basis, established according to schedule

F attached and incorporated herein, provided that no person

shall be denied access to services because of inability to

pay for all or part of such services. The determination

whether or not a particular person can afford all or part

of such services shall be initially within the discretion

of the contractor, provided however, that the Office of

the Secretary of Health Services and the Contractor shall

mutually agree on guidelines for financial eligibility

for recipt of services on a discounted or no-fee basis.

Where a recipient or would-be recipient of services wishes

review of the Contractor determination with respect to

eligibility for discounted or no-fee services, there shall be

a right of such review according to procedures established

by the Office of the Secretary of Health Services, and the

ultimate determination of eligibility shall rest with the

Ministry of Health Services according to such procedures as

it may adopt.
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Article 10. Certificate of Need.

The Contractor shall assist, insofar as it has the

resources and facil~ties to do so, in the obtaining of a

Certificate of Need uner the Marshall Islands Certificate

of Need Act of 1979.
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Article 11. Procurement.

Contractor may, at its discretion, purchase furniture,

equipment, pharmaceutical products, food, or other supplies from

any vendor, manufacturer, wholesaler, or distributor designated

by Contractor. Contractor may negotiate such purchase from or

through any entity that may be owned or affiliated with the

Seventh-day Adventist Church providing that Contractor or

any employee of Contractor does not receive any direct or

indirect financial benefit and that any vaings through

group purchasing be reserved for the exclusive benefit of the

health services system. Contractor will seek the most compet-

itive terms available to the product quality standards specified

by Contractor.
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Article 12. Cliam, Insurance and Indemnification.

A. The Contractor shall give the Government or

its representatives immediate notice of any suit or action

filed, and prompt notice of any claim made again the

Contractor or a Contractor employee or agent arising out of

the performance of the agreement. The Contractor shall furnish

immediately to the Government copies of all pertinent papers

received by the Contractor. If the amount of the liability

claimed exceeds the amount of coverage, the Contractor shall

authorize representatives of the Government to collaborate

with counsel for the Contractor’s if any, in settling or

defending such claim. If the potential liability is not

covered by insurance the Contractor, may, at its own expense,

be associated with the representatives of the Government in

settling or defense of any such claim or litigation.

B. The Contractor shall

obtain and maintain throughout the

types and amounts of insurance set

attached and incorporated herein.

held pursuant to this B shall be

exert its best efforts to

termof the agreement the

forth in Schedule C

Copies of the policies

provided to the Minister

of Health Services and the Attorney General.



i 26.

‘c

C. The Contractor shall hold harmless and indemnify

the Government of the Marshall Islands and such other

governmental agencies as the parties may agree from any and all

claims and liabilities arising out of the delivery of health

services, or maintenance of real and personal property during

the term of this agreement, including all claims which may be

made by patients, employees, permitees, visitors, or third

parties. This C shall apply to all claims arising out of

transactions, events or occurrences during the term of this

agreement regardless of when and how the claim is actually

made, asserted or filed.

Nothing hereunder shall be construed to require the

Contractor to hold the Government harmless or indemnify the

Government from claims or judgments against which insurance

cannot be obtained on reasonable commercial terms.

In the event Contractor is in fact unable to obtain

coverage it shall so notify the Government immediately.

(
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Article 13. Property.

A. The facilities, equipment, supplies, vehicles,

medications, and real and personal property utilized by the

Contractor in

all times the

B.

Contractor in

discharge of this agreement shall remain at

property of the Government.

Any property or equipment acquired by the

discharge of its obligations pursuant to this

Agreement shall become the property of the Government.

the

al1

C. During the transition period the Contractor and

Ministry shall jointly conduct a physical inventory of

assets of the Ministry, including real and personal property,

facilities, equipment, supplies, vehicles and medications and

any and all other things owned or utilized by the Government

as part of the health care system. Specific detail for conduct

of this inventory shall be as set forth under

Memorandum. The completed inventory shall be

Government.

the Transition

submitted to the

D. On termination the Ministry and/or Government

may accept the Contractor’s then existing data with respect to

inventory or may, at the discretion of the Government, request

and receive an inventory on the same basis as provided under

C above.

c
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Article 14. Arbitration.

In the event of the parties to agree with respect

to interpretation or management of the Agreement or any

portion thereof, dispute resolution shall be by binding

arbitration. If either party is unable to satisfactorily

resolve a dispute, it shall so advise the

writing of that fact and of its intent to

to arbitration for resolution. No matter

other party in

submit the matter

shall be subject

to arbitration until ten full days after the giving of such

written notice to seek arbitration.

In the event of a notice, given after the expiration

of the ten day period of intent to arbitrate, each party shall

~ designate an arbitrator and the two arbitrators so designated

shall designate a third member of the arbitration panel. If

there shall be a failure to either appoint an arbitrator by

a party of the members appointed to agree on a third member,

the party seeking arbitration may apply to the court of highest

jurisdiction in the Marshall Islands at the trial level, the

presiding judge of which shall then make such appoints as

are necessary to facilitate arbitration of the dispute.

The arbitration panel shall conduct the arbitration

according to such rules of procedure and evidence as it shall

deem appropriate and shall render a determination of the dispute

in writing not less than 21 days after submission of the dispute

to the panel. The judgement of the arbitration panel shall have

the effect of a final judgment and shall be entitled to be
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entered as such and enforced as such by the courts of the Marshall

Islands and shall be not subject to ,judicialreview (except as

to jurisdiction) or appeal.

;..
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Article 15. Amendment.

This Agreement shall be subject to Amendment by

mutual agreement of the parties. On the anniversary of

the inception date, or such other date as the parties may

agree, the Minister of Health Services, the Secretary of

Health Services and the Health Services Administrator

employed by Contractor shall meet to review the Agreement

and to discuss amendments, if any, desired by the parties.

r...,..,..
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Article 16. Change in Political Status - Applicable Law.
Marshallese Custom and Tradition

A. It is expressly understood that the Marshall Islands

are presently a part of the Trust Territory of the Pacific

Islands and that negotiations are in

termination of that Trusteeship.

status of the Marshall Islands shall

progress toward

Change in political

not operate to modify,

alter or amend this agreement or to relieve either party

of any duty or obligation hereunder.

B. This agreement shall be construed according to the

lawof the Marshall Islands.

C. The Contractor hereby agrees to take Marshallese

custom and tradition into account in its administration of

the health services system and to respect the same. No

employee shall be compelled by reason of employment by the

Contractor to do any act or refrain from doing any act

which would violate Marshallese custom and tradition.

On questions of custom and tradition

the party responsible for management

services system, shall have the same

the Contractor, as

and control of the health

right as any depart-

ment or agency of the Government to seek the advice of the

Traditional Rights Court of the Marshall Islands on questions

of custom and tradition.

.



Agreed to this day of February, 1980

at Majuro, Marshall Islands.

GOVERNMENT OF THE MARSHALL ISLANDS

By:

SEVENTH-DAY ADVENTIST GUAM-MICRONESIA MISSION

By:

(



SCHEDULE Al

U.S. Grant Funded Services of Public Health Services

#A980. Majuro & A983. Ebeye

.111 Sanitation

.112 Administration
In-patient services
Out-patient services
Food Services
Lab/Pharmacy
Surgery
Rehab/Physiotherapy
Medical Records
Training
Laundry
Housekeeping
X-ray

.113 Medical Referrals

.114 Environmental Health

.115 Dental Services

.116 Medical Supplies/Equipment

Representation on Micronesia
Health Coordinating Council
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i U.S. Special Grants Funded Services

F9A51B801
Marshall Islands Homemaker/Home Health

Geriatric Health
general
asthma, arthritis, hypertension

1XSCSEP
Old Age Employment

F9A44B800
Marshall Islands Maternal Health

clinics: pre-natal
post-natal
well-baby

F9A46A800
Marshall Islands Public Health

Health Education
Inxnunizations
Arthritis, Diabetes, Hypertension
T.B., V.D.
Family Plann7ng

F9002A8001
CETA Program



SCHEDULE B

Contractor - provided services and personnel

External Sources of Medical Help

Vital Statistics



SCHEDULE D

,-,
Support Services by the Government

,

Public Works
Building Maintenance
Housing
Sanitation - Disposal
Utilities

Public Safety
Ambulance Driver
Ambulance Maintenance

Hospital feeds prisoners in an exchange of services

Education
Vocational Education

r Communications
Cables, phones, radio



SCHEDULE F

Fees.

(to be determined and established by contractor and by the
Government of the Marshall Islands)

Collections by Contractor

c.4

(



L~TTERAGREEMENT WITH RESPECT To CERTAIN SCHEDULES,

REPORTING CRITERIA AND MISCELLANEOUS DOCUMENTATION

By this letter Agreement, entered into this
14th day of February, the parties hereby agree that
Certain Schedules, Reporting Criteria and Miscellaneous
Documentation referred to in the Agreement for Manage-
ment of Health Care Delivery in the Marshall Islands
have not, as of the time of execution of the Agreement,
been completed in a form satisfactory for inclusion
in the Agreement.

It is hereby agreed and understood that,
notwithstanding the lack of completion of these
materials, the basic Agreement is ready for execution
by the parties.

Accordingly, the parties hereby agree that
these materials, set forth below, shall be placed in
final form during the transition period and appended
to the Agreement by and upon mutual agreement of the ~
parties.

laneous
applies

The Schedules,
Documentation to
are as follows:

Reporting Criteria and Miscel-
which this Letter Agreement

1. Schedule C - Insurance coverages

2. Statistical information for quarterly reports
under Article 8.

3. Schedule G, funds presently
expended under Article G.

4. Schedule D
services,

Done this 14th

expense of support

day of February, 1980 at Majuro,
Marshall Islands:

GOVERNMENT OF THE MARSHALL ISLANDS

By:

GUAM-MICRONESIA SEVENTH-DAY ADVENTIST MISSION

By:
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Survey Forms Used
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Acd.1 !kme IsLanaYale

CL-C WIcls Cliaic Location

L.

2.

h-c is the total number of health workers ia &he clhic serving
area lnchding d.i.rdc personnel, cradicknal healers,tidr:v=s~
veterinarians, dentists, ccc. Inc~ude ctiic key hider and ocher

clfaic personnel.

Who conducts deliveries in the clinic sefing area? (Check as =Gy as
apply below and report the nuder of individuals of each t~e of health
worker who couduct deliveries?)

Xmber of IIealth%orkers
Who Do Deliveries

[1 Clinic Personnel

[1 h&itLOUd l?idW*JSS

[1 Others (piease spec~fy)

~or each heal-d worker ‘in the clid.c se-g area,
eion. Start with ehe cMnic !cevholder.

moW&rIoN ON CIJ2Kc KE? iloIJEx

3. Pz~ary occupaciou

4. Does thfs person work in the clinic?

[]Yes
[]M

5. Hours per week spent in clinic work.

of c.Enic key holder.

6. Age

c.,;>.



. . Questiounadxa for Clinic Key Holder - Page 2

8. Years of .educatlou.

a/.

Lo.

u.

L2 .

:3.

14 ●

Years of ztedicaleraiahg or health

Years of experience

~W vdd would

[ ] Good
[ ] Fair
[ ] Poor

this person

Sghest degree
medical field.

How veil is this person accepted by

?hce of medical t:alning.

lx health work.

cooperate with clinic workers?

[ ] Good
[ ] ?ati
[ ] Poor

uatiing.

or certtficata abcaiaed iz

Primary

the people?

occupaciou.

Does chfs person work in the clinic?

[]Yes
[]NO

Hours per week spent h clinic work.

Age



, ‘Queatfmmd,re for C3.LticKey Holdar - Page 3

““=%
{

(_

I

I

19.

20.

21.

22.

23.

24.

25.

T,,
;

.26.

Ses:

[]1.fde
[ ] Femaie

Years of educaciou.

Years of medical craiaing or hed.th C=aizdxzg.

Highest degree or certificate obcaiaed in
medical field.

Place of medicd. traitig.

Years of experience in heelth work.

EOW wd.1 would this person cooperace with cMnfc workers?

[ ] Good
[] Fair
[ ] 2002

How veU is &Ls persou accepted by the people?

[ ] Good
[ ] Fais
[ ] Poor

CO~ ON %X2 IF MORE S?.4CE IS !TEEDE13

27. 1S a WC worker of either s= acceptable with the people?

[] Yes
[]XO

28. If no, specti-ypreferred sex:

[ ] Male
[ ] Female

(
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Ques~iouxuire for C1.ixdc

,-

(
29. Would the people be

[] Yea
[]NO

Kay EoLier - ?age A

wULtig for a male mxse CO deliver babies?

30. WouldChepeopleaccepefamU? pl arming and sex educatiau from a heaith
worker of either ses?

31. If uo, specLEf sex preiereace:

[ ] Males can do fdy plami.mg =d sex education for both saxes
[ ] Females cau do f-y planniag and sex education for both sexes
[ ] -t have male workers for male patients and female workers for

female patieaes

32. M4nber of peo?le in clfni.cseining area

33. Number of b~rths per

c 34. rmmber of deliveries

35. Number OE deaths per

36. ‘Whorecords bktha aad deaths?

mouth in clinic semiag area

per month at clinic

mnth in c~c se- area

?. Who decerdms cause of death?

38. Is thfsinformation recorded ou a death certL’icace?

[] Yes
[ ] w)

39 ● Where are records of births and deaths kept?



40. what era

furC&ic KayHolder - Page 5

the three aast frequent types af clinfc visi~s?

Recsrd approximate number of CWC visits per week for each of the fol.lo~g:

41. Total visits per zeek on the average

42. IMaats uder oue year of age

43. Children 1 - 5 years of age

&4. ChQdrea 6 - H yearsof age

45. Young ea middle age men

&6. Young to middle age umen

48. Old W-U

49. Mnaber oi

50. Mnaber of

51. Mmber of
ccc.)

52. Nrmbu of

53. Ikmber of

54* Yuzher oi

children per week tich diarrhea or vourit’ag

chUdren per week “wfchfever

children per week for weU child care (~ ations,

pregnancy care visits per week

i ever

gastzolncesttial probieme

. .
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55.

56.

57.

Number of

Wnaber of

MJmber of

58. Em aany times during the year da you have a medical emergency
which you cannot cake care of here?

59. Are you able to rdcs radio contact for ztedicalconstitazion ixxthe event

accidencs or f=acmres per week

chrouic problems (arthritis pain, etc.)

other problem (please specfiy)

of a

[1

[1

medical emergency?

Yes ~ How loug daes iz usuaJ.17cake before you are talking to
a physician? hours

M .—> my Bet? “

[ ] Lack of r-ble radio coutact
[ ] Lack of amilable physician co concact

60. Describe radio commuuicaciou system:

[ ] NoTxaia dfafc Semiag area
[ ] ‘L’m-way radio at cJlaic
[ ] Two-way radio ac other LocacLm ~ (phase specify locatiou)

(pIesae specify dfscance from CUC iB !ciLmscsrs)

61. Caa tlm two-way radio contact Mejuro or Ebefi ou a regular basis?

[] Yes
[] 2%3

62. Are home

[] Yes
[Jxo

VtSits conducted by C-C Staff?

+ How many Kmes per muth?



“Queatimtnaire for Clinic Key Holder - Page 7

63.

64.

65.

66.

67.

68.

69.

70.

71.

What meeas of transporratiun are used @ people wf.thisthe cl.&aicse-g -
=- co reaa ‘Ae CUC? (Check as mny as apply.)

[ 1 w-g
[ ] Btcycle
[ ] Motorbike
[] Car
[ J Boat
[ ] Other (phese specify}

How may persous ware taken from the clfnic to a hospital in che
pass twelve mouths?

WC methods of traaspomatiou are aveU.aM.e to take a paci.encto the
nearest hosptcal?

Whx is che cost of transpo~g a pessoa co the nearest hospital?

How long do you have to w.eicfor a means of tranaportatiou to arrive to
takes omaoue co tha hospital?

Wd.mum time: hours

~ “C*: hours

Oac* someone is on the way to
there?

Midmum t-: hours

time: hours

days

days

the hospieal, how

days

days

&m there cartai.atises when a pazierit cannot
because of weather conditions?

.-

(’---

Loug does ic take to gec

be taken co the hosuiu.1

[] Yes
[]NO

If yes, how =7 days par yeer?

If yes, during whez mucks oi the yeiiu?

( ,
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Questionxzame forCUaic KeyHolder- Page 8

72. Are there ce~ t33es when a patient cannot get co che cliaic becauge
of weather ccmdLtioKM ?

[l Yes
rho

73. u yes,

74. If yes,

how aany days per year?

during what months of the year?

75. Describe the type of msdical records ‘kept? where they are kept and the
SCCuracy and completeness of the amdicd records.

Type of record cm each paeient

Where record ‘kept

kcuracy

76. Please check vhich of the folL_ items of idomatiou are kept on the
medl@ record:

[1
[1
[1
[1
[1
[1
[1
[1
[1

77. Are

[1
[1

Reasou for WC tiit .
!4e&@ &ag?losis
Type of treament giveu
lledkatdous prescrlbad
Name of patient
Age of patient
S= of patient
Past patient medical history
Othe= (please specify)

tabulacious of number of clfrxtc-its currently made?

Yes
m

78. If yes,where are they seat?
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Questi~Q forClinicKey Eolder - Page 9

79.

80.

81.

82.

83.

84.

Are these

p;e

Hm do you cieesrmim

aade by type of visit?

kids aad of medicims and supplies needed?

WV is the order placed?

[1
[1
[1

with

Radio

other (phMSe descrilm)

wham la Che order p&ced?

Em often axe Inediches Supplim

By what of L-aasportation are aedicines and supplies dtivered? C*...

.



ACOU Name Island Name
o

Cld.ZlicName clinic Location

Intsniever Yame

GENEI&4LIXFOEMKHOX FORM

1. Is there a airsuip wfthdn the clfnic semi.ng area?

[ 1 z- (pleas- Spdy condition)

[ ] ~OE at pr=e=t but could be one in future (please specffy state of
P~ or COUStiCCiOm ad vhere it couldbe loca~ed)

[ ] No tiStXiP d m possibUm of ~g one (scace reason why)

2. Are Chere free food

[ I Yes
[]NO

For the people h

U yes, specify types of food and ammmts

che clinic arm?

3. Are there any churches or other voluxmaer agmcies which are -olved isz
Hedzh Care iB the cUxdc S- area?

(,,

[1
[1

4. Ase

[1
[1

Xes (please specify)

by schools la theWC sm~

K yes, specif? by checking as -y as apply below:

[
[
[
[
[
[ 1 Other (pkase specify)



General =OMCi.0~ Form
?aga 2

5.

6.

7.

8.

9.

Lo.

Il.

DOQS the teacher have any health

[1
[1

tie

[1
[1

WC

[1
(1
[1
[1

training ?

Yes (phas8 spetiy)
No

:bere any medicd aupplfes available ac the school?

Yes (plessa spectiy)
MO

are the primsxy occupations of the people ou the island? (Check as

M apply)

Z ou gov~enc dole
Fis&lg -
Agriculture (specifywhat type)
Work for indusq or ndlicary (spetiy)

Do aU che people h the CMC serrizzgarea speak one language?

[ 1 YM (sPdy ‘tit Luwa3e)
[ ] No (swcify what languages-primary laB8USIM a Oth= ages

spoked

Ubat percentage of PQOPh b the fsbnds speak ‘+lish?

. ./
i
-.



General.--OE=tiOR iorn

,.-.
?age 3

Please check
not tlmy are
che semice,

u.

13.

1.4.

15.

16.

&7.

18.

19.

20

21.

22.

23.

Type of

Optical

yes or no for each of
available in a cliaic
its avatibtity, and

Health Service

services

?’kdicl.nesor pharmacy

services

Rehabilitation semice

Care for theages

Psychiatry Senrices

Suicide

Ucohol

prwmcion semices

rehzbQMatioa

Alcoholism

Drug abuse

Drug abuse

SIT)ser7ices

Other health

che foU.owi.ag
serving area?
re.?l,ability.

No

[

[

[

[

[

[

[

[

[

[

[

[

[

1

1

1

I

1

1

1

1

I

1

1

1

1

Yes

[

[

[

[

[

[

[

[

[

[

[

[

[

1

I

1

1

1“

I

1

1

I

1

1

1

1

If

of

services
you check yes, please descztbe

%mice, AvaiJ.abUit3, ReUabil.LCjXature



.“ .

24.

25.

Describe terrain oi ctic sarving area:

Des=lbe sofi conditions:

(“*‘.,



●

-.
i aou NAME Island Yame

Sumeyor’s Name Aid’sXame

Source of Infomatiou

C..

Population No. [ ] Census (date )

[ ] Other, specify

NO. of dwelling Wd.tS No. of

EOUSING

w Ml cOsME=ctiOU. [ ] cement (block)

peo@e/unit

[ ] wood []IWK

[ ] other, spectiy

W floor constmction. [ ] tile [ ] wood [ ] Caaat “[]mt

[ ] stone [ ] earth [ ] other, specify

) Main roof construction. [ ] metal [ ] thatch [ ] other, specffy

General state of repair. [ ] good [ ] fair [ ] poor

Colmellts

TO~ FAC~ITIZS

Type[]

[1

[1

Coudition

pit prities ( [ ] with water-seal. [ ] vZdLout watar-seal)

inside flush toilet

other, specs

[ ] adequate [ ] odor [ ] flies [ ] suzafce contamination

cn~ts

No. of persons using each Udt

SeWe= Systent [ ] no [ 1 yes, if yes, type of creacmmc

Other disposal syst=(s)



-2-

WS~G OR BATE FACILZTES

No. of Weshizzg- bath iacilltas Xo.

Type(s) []si* []mb [ ] shower

dweU.tig units/faciUty

[ ] other, .specLfy

Couments

‘. SUPPLY

Source [

[1 —-uq

1 rainwater [

system [

1

1

ground water [ other, speci?y

[ ] Both

Storage capability of isl~d

No. and stie of tanks or cisterns

I
1
I

Total gallous of capac~ty .
(-

If dsterns - catchmenc area

Is ehergency storage avaikbie [ ) no [ 1 yes, U yes, capacity

Distribution [ ] piped insidehouse [ ] piped outside

[ ] other, speci,fy

Treamem [ ] none [ J filter [ ] disinfection

Sauitauy Coudition [ ] good [] fair [

Protection from concaminacion []no [

US8 [ ] domestic only “ [ ] domestic plus agriculcuze

] poor

] yes

[ ] other, specify

co~cs (



SOUD WSTE DIS20SAL

[ ] buxmd [ ] buried [ ] ocean-lagoon dumping [ 1 land d~(S)

[ ] ocher, specify

Collection or dumping [ 1 c~ty

Frequsmcy of disposal [ ] daily [ ] weekly [ ]

Cautaiaers used for storage []UO []

[ ] inditidud

other, spectiy

yes, if yes, type and

adequacy

c~es

‘.,
./’

VECTOR CONTXDL

Imsects Abundaxx Few

Flies [1 [1

Mosquitoes [1 [1

[1 [1

[1 [1

hy Comcrol measures being used []no [ 1 Yes, &yes,

vbac is being done?

Eodetxs (etidemcs of or compl.aiacsof)

Rats []UO [ 1 Y=, Co=e!zc

Mice [Im [ 1 Y=, Comemt

Amy coutrol.meeeures being used []no [ 1 y-, ff yes,

what is beixig done?

Is solfd waste avaUable to rodents []UO [ 1 Yes

Is foodprecactedfromimsectsaadrodents [ ] no [ 1 yes



[ ] kerosene [ 1 1 other, specify

SAFETY AND Accan?”rs

Do you obse~e conditions which favor accideats []no [ ] yes, if Tes,

specify

Most common accidents among children

Most commou accidents among adules

Any storm shelter(s) []UO [ 1 y-, ~6yes, size, adequacy, condition

and supplies

&y warning system ~or storms and tsunamis? []UO [ ] yes, de-

scr”Je

DOMESTIC ANIMALS

Kind U9e Est. no.

LocatZon

by dwelling or

[

[

[

[

[

1

1

1

I

1

FWD RESUURCES, AGRICULTURE, AND INDUSTRIES

~OOd CGUStSZISd On island

[ ] twstly ex%enld to local.Systlce

[ ] mostly from local systm

[ ] mixed

Sourca and t~e

not

[

[

[

[

[

1

1

1

1

1

Restraim

free or not “<-

[

[

[

[

[

1(

1[

1[

1[

1[

,.

1

1

1

1

1
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. . .

FOOD RESOURCZS, AGiUCZLW=, AND ~USTRIZS

t- “. Agriculture and Marine Resources

Any crops grown and ut:lfzed [

%Z!M3Of Dklt Use

(CONT’D)

]Uo [ ] yes, if yes,

Home use

[

[

[

‘s

[

[

[

Any crops which could be grown and utilized?

1 [

1 [

1 [

1 [

1 [

1 [

1 [

Lfst.

1

1

1

1

1

1

1

list below

E.xmrt

[

[

[

[

[

[

.[

1

1

1

1

1

I

1

\
Lhitations for agricdture ( space,

aseded, ~ ~teres~ ...)? C~~

water, soil, plant &iease, aot

&y marfie resources utilized (fish, she~’ish, etc.)

[]no

Name Use

[ ] YSS, if y=, list below

SaleHome use Export

[1 [1 [1

[1 [1 [1

[1 [1 [1

[1 [1 [1

. [1 “ [1 [1

Any -rile resources which could ~e utQized? Lfsc.



-s-

. . .

hduatxies ( non-agricu.lwral-fishing)

Axiy10cQ f.nduscries(inckdiag hne induscxies)? [Ino[]yes, if

GEXEZAL OBSZRVXIOXS AND COM2KNTS

.{.-

t
,.
.::,



Atoll !hma Is3.aadMime

:U.aic Wma WC ~oca:~m

Ince=ewer Xame

1.

2.

-.

i

-,,
,.

3.

4.

5.

Descr+ibeclinic location in relation to other facilities, ie. stores,
docks, airstrip, homes. Sketch a map ma back of this page indicating rela-
tive location of chic.

Describe boundaries of clinic se-rig area. (If clinic se-g area is
part of an islard, describe what part and how many other clinics are on

iskd. Name island if clinic series only one island. If clinicaerres
adjaceac~slancLs, name dJ. Lsl=ds ~ the acou.) sketch a map ou back of

this page.

_ feet by _ feet Outside dimensions of builtig.

BwLLli.agwall

[1
[1
[1
[1
[1
[1

MOf

[1
[1
[1
[1
[1

‘Wood
Brick
Concreee
Scone
Masonite

material:

block

Other (phase

mater~=l:

Metal

sueci.fy)

Wood and tar composite
Thatch
Tfle
Other (please specLf)

shingles



5. Nuder of widows aeetig RspL- (trek= glass, j~d opea ae 3huc,

ccc. )

Number of doors aeedtig :qai:.

Does rOOf. Leak?

[ 1 Yes (describe)

[]XO

Floor zater%al:

[ ] Cixcate
[ ] Wood
[]. Di.rt

.-
,’. ,
‘..-=



Clinic Fac-ties ?orn- ?age 3

—-
13.

14.

15.

16.

17.

18.

L9.

20.

[ ] !Joneavailabie
[ 1 120 volts, 60 51zAC ~ower .availabl~
[ 1 Other t~e AC alect=:cd power (give -~ol.tage
[ ] 3atcery powered DC availabie (give voltage )

batteries ara recharged)

f:emency.
and (state how

If there is AC power available, describe the source:

[1
[1
[1
[1
[1

T.qe

[1
[1
[1
[1

Has its own generator in good vorkiag cmdicion
Clfnic has ics own generator buc not in good vor!~ag coudicion
comunity supplied ?ower which is reliable
Clinic supplied power which is umeliabl.e
Other (phase degcrtbe)

of reiri~eration:

Youe avai~able
AC elecczic operacad

)

Kerosene refrigeratiau +
Other type operated

Dtiensions Oi scarase spats iz inches:

iieighc liidth Dept!!

(please describe) ‘

Total umber of beds in clinic.

MImJ3erof

Mnmber of

Mnaber of

mattresses.

mtzresses fn good condizion.

mttresses in poor condicion.

Examination table facilities:

[ ] Xune
[ ] Plaincable“h~hblaakec
[ ) Regular~cion table(s)

(descr~~eeachon theu~c page)



nJ ● (cmcbued) 3eg~lar ‘~aat:ou tables(s) (descrfle aach below)

‘dith ?added
Candicion

( 1
l??cerial Stir~ms ?0 D I I

Fair but
h%od Xetal Y*S so Yes W Good Usable Unusable Camneacs

[

[

[

[

1[

1[

1[

1[

1 [1

I [1

1 [1

1 [1

[1 [1[

[1 [1[

[1 [1[

[1 [1[
.

1 [

1 [

1 [

1 [

.

1[

1[

1[

1[

1 [

1 [

1 [

1 [

1

1

1

1

DUXOSTIC ZQUi?X&XT

If there is none of cne particular c~e of diagnostic
condition,

21.

22.

23●

24.

25.

“26.

27.

28.

29.

be sure

!Tumber

Number

Xamber

Waber

Y.unber

Numoer

Wmber

Wmb e=

Wuber

co

of

of

of

of

of

of

of

of

05

mite in zero (o) ●

pressure

pressure

cuffs in

cuffs in

quipmene in h’ORKIXG

working

P..orki.ag

condition.

condition.

stethoscopes is wor!~q condition.

otoscopes ~withspecula ia war!*g conaltiou.

ophchakoscopes b working condiciou.

refh.s hammers in wor’kingcondition.

tape measures in

h<anc scales h

‘workiag

wortig

t

condicion.

condition.

:ondicion.

,.
,
‘. :. .



C1.fnlcFacUAtLes Foria - ?ase j

.- . 30.
f

Is there

[ ] Yes
[]NO

a devhs for aeasuring height?

(please desc-.be)

31. Other equipment (please list):

SUP?LIES

DEDICATION
Some but

Inadequate

r

32.
I

\ 33.
,,--

(
34.

35 ●

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47 ●

48.J

Pain medicine

Anldbiotics

Parasite medicine

Diarzhee mediciae

Blood pressure ~dicine

Skis Ointmerlcs

Other (please speci.~)

Other (phase specifv)

Other (please specify)

Oral coutzacepCiVeS

condoms

IuDs

Other family plaantig

[

[

[

[

[

[

[

[

[

[

[

[

r
1

Other family planning (pi-e spe+)

Baudages

Dressings

Spbts

[

[

i

[

1

1

1

1

1

1

1

1

1

1

1

1

I

1

1

1

1

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

c



. . . .

XEDICAHCN AND SGPPLIES (couttiued)

A9 .

50.

51.

52.

53.

54.

j5.

jb.

57.

58.

j9.

60.

6L

62.

63.

64.

65.

66.

67.

6a.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

Plaster casc nacerial.

Sheers

Lfnens-tQwels, a:c.

(concinued)

Other expendable (please speci5y):

Some buc
2Rme kadequats Adeauate

[1 [1 [~

[1 [1 [1

[1 [1 [1

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

[

1
I

1

1

I

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

(1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1
[1

[1
[1

[1
[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

(-
$,



HEALTH NEEDS ASSESSMENT OF THE MARSHALL ISLANDS*
*( '*****************k*******A***********************kk*****k**kk****************h*********k***+

TO BE FILLED OUT BY INTERVIEWER Date

Atoll Name Island Name

Nearest Dispensary Name

Interviewer Name

NOTES TO 12WERVIEW’ER:

1) Exclude from sample any non+arshallese citizen (i.e. Australian,
American, Japanese, Filipino, etc.) who is not a permanent resident.
Permanent residents from other Micronesia Islands are to be included
(i.e. Ponap~, Guam, Saipan, Kusai, Truk, etc.)



Health Needs Assessment of the Marshall Islands - Page 2

4 BEGIN INTERvIEwON THIS PAGE
I
k*************************************************************************************

ASK ALL QUESTIONSOPEN-ENDEDUNLESSOTHERWISESPECIFIED

1. How long have you lived on this island?

[ ] Less thanone year

[ 1 1-3 years
[ ] More than 3 years -

2. Do you spend any time of the year on another island/or islands?

[ ] Yes
[]No

3. If yes, how long were you there?

Island How long?

Island How long?

Island How long?

4. About how many people live in your household?

Children

Women

Men

5. How would you consider your present health?

[ 1 Excellent
[ ] Average
[ ] Poor -

(



Health Needs Assessment of the

- 6. Were you sick or hurt very
f

[1
[1

7. How

[1
[1
[1
[1

Yes (continue)

Marshall Islands - Page 3

badly during the past year?

No (skip to question #n)

long were you sick? 1====1

1-3 days
4-7 days
8-14 days
15 or more days

8. Is that the only time

[ ] Yes

you

[ ] No (pleasespecify)

9. Could you tell me how you

were seriously sick?

felt when you were last sick?

CHECK SYMPTOMS AS THEY TALK. DON’T PROBE TOO DEEPLY BUT ENCOURAGE THEM TO
TALK FREELY. APTER EACH RESPONSE SAY: “CAN YOU REMEMBER ANYTHING ELSE?”

[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1
[1

[1

(..

Blurry vision
Fever (hot feeling)
Gain or loss of weight (more or less than 10 pounds in one month)
Shortness of breath
Chest pain
Chills (cold feeling)
Cough that won’t go away
Upset stomach
Vomitting
Diarrhea
Abnormal bleeding
Fainting spells
Dizziness
Rash on skin
Abnormal mass
Excessive loss of hair
Excessive urination
Jaundice
Excessive thirst
Sores that won’t heal
Other (please specify)

Other (please specify)



Health Needs Assessment of the Marshall Islands - Page 4

—. 10* What do you think caused you to get sick? INTERVIEWER MAY NZED TO GIVE AN
J

EXAMPLE, i.e. “SOMETHING YOU ATE?”

u. How often do you think the following things cause people to get sick?

DON’T READ “DON’T KNOW” CATEGORY

Hardly Don’t
Often Sometimes Ever Know

,,

12.

Polluted water

Not enough water

Not enough food

Spoiled food (refrigeration)

Wrong kind of food

Flies or insects

Radiation

Garbage

Human and animal waste

Germs

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

[1

Have you ever been unable to get help when you were sick?

[ ] Yes, I have been unable to get help.

[1 [1

[1 [1

[1 [1

[1 [1

[1 [1

[1 [1

[1 .[1

[1 [1

[1 [1

[1 [1

[ ] No, I have always been able-to get-help. (skip to #14)

13. Could you tell me~ you were unable to get help? DON’T READ CATEWRIES

[ ] Clinic too far away
[ ] Couldn’t get to clinic because of weather
[ ] Health worker out of town
[ ] No one to take care of children
[ ] Too sick to get out of bed
[ ] Disabled, unable to walk

[ ] Other (specify)

[ J Other (specify)



Health Needs Assessment of the Marshall Islands - Page 5

14. Does the local health worker make you feel better when you are sick?

[ ] Always MAY NEED TO PROBE TO GET AT REAL
[ ] Sometimes REASON FOR NOT LIKING HEALTH WORKER
[ ] Never L

Why couldn’t the health worker help you to feel better?

(svecifv). . -.

15. When

[1
[1
[1

[1
[1

the health worker can’t help you, who do you go to?

Traditional healer
Traditional midwife
Health worker on other island

Where?

Doctor at main hospital
Other (specify)

16. How often did you or someone in your household use the following health
services in the past year?

2-3 4 or More
Never Once Times Times

Nearest clinic [1 [1 [1 [1

Other clinic [1 [1 [1 [1

Hospital - Ebeye [1 [1 [1 [1

Hospital - Majuro [1 [1 [1 [1

Other (please specify) [1 [1 [1 [1

17. How long does it take you to reach the nearest clinic?

hours (Minimum time) ATTEMPT TO DETERMINE MINIMUM AND
M(LYIMUMTIME--MAY NEED TO PROBE

hours (Maximum time)



Health Needs Assessment of the Marshall Islands - Page 6

18. How long does it take you to reach the main clinic on the atoll?

hours (Minimum time)

hours (Maximum time)

19. HOW long does it take YOU to reach the nearest hospital?

hours (Minimum time)

hours (Maximum time)

20. Are there certain times you cannot get to the clinic because of weather?

[ ] Yes
[]No (skip to #21)

(Please explain)

21. Are you able to get medicines when you need them?

c [] usually
.,,“ “ [ ] Sometimes

[ ] Never ~

22. If you have difficulty in obtaining medicine, what is the main reason?

[ ] Inadequate supply DON’T READ CATEGORIES
[ ] Distance from supply
[ ] cost
[ ] Other (please specify)

23. Where do you get medicines?

[ ] Health worker at the clinic DON’T READ CATEGORIES
[ ] Buy from local store keeper
[ ] Gift from friends or relatives
[ ] Buy at main hospital (Majuro, Ebeye)

[ ] Other (specify)



Health Needs Assessment of the Marshall Islands - Page 7

,,-(-
24. Do you smoke cigarettes?

[ ] Yes (continue)
[]No (skip to question #26)

25. How many cigarettes do you smoke each day?

[1
[1
[1
[1
[1
[1
[1
[1

Less than 1
1-4
1/2 pack (5-14)
1 pack (15-24)
1 1/2 packs (25-34)
2 packs (35-44)
2 1/2 packs (45-54)
More than 2 1/2 packs (55 or more)

26. What do you normally drink when you get thirsty during the day?

I IF RESPONDENTANSWERSYES TO ANY OF THE RESPONSESBELOW,ASK HOW MANY? I

Water

r ‘Fresh coconut

Coke/soda

Beer

Wine

Liquor

Other (specify)

Yes

[1

[1

[1

[1

[1

[1

[1

No

[1

[1

[1

[1

[1

[1

[1

27. About how

28. About how

29. About how

30. About how

If yes, how many a day?

many people including yourself live in your house?

many women who are able to have babies live in your house?

old were you when you had your first pregnancy? 1====1

many live babies were born to the women of your house during the
last year?



Health Needs Assessment of the Marshall Islands - Page 8

31. How many children do you have?

32. How many children do you have who are too young for school?

33. How many children do you have who are old enough for school?

34. How many children do you have who are older?

~

ADD UP TOTAL CHILDREN.IF DISCREPANCY,PROBE TO ASCERTAINWHY

(please specify discrepancies)

35. Where was your last baby delivered?

[1

c
[1

“[l
[1

36.

37.

38.

who

[1
[1
[1
[1

When

[1
[1
[1
[1

Hospital (Majuro, Ebeye)
Clinic/Dispensary ~

Home
Other (please specify)

delivered your laat baby?

Doctor at hospital
Health worker at clinic
Midwife
Other (specify)

you have your baby, who do you prefer to have with you?

Health worker alone
Midwife alone
Both of above
Other (specify)

How many babies have you had who have died either at birth or before they
reached one year of age?
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39. What island were you born on?

r “.
IF OTHER, PLEASE SPECIFY

40. What

[1
[1
[1
[1
[1
[1
[1
[1
[1

church do you go to?

Catholic
Baptist
Pentecostal
Mormon
Seventh-day Adventist
Congregational
Assembly of God
Jehovah’s Witness
Other (please specify)

INTERVIEWER JUST CHECK

41. Sex:

[ ] Male
[ ] Female

42. About how old are you?

43. Did you go to elementary school?

[ ] Yes
[]No

How many

44., Have you

[ ] Yes
[]No

(skip to #45)

years?

taken any schooling beyond that?

(please specify)
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.4 PERSONS IN OUTER ISLANDS ONLY. IF DOES NOT APPLY, SKIP TO #49

$
I I

45. Have you ever been to Majuro or Ebeye?

[ ] Yes
[]No

46. When was your last visit?

47.

48.

49.

How long did you

my did yOU go?

stay?

Does anyone in your house have a

[ ] Yes
[]No

government job?
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APPENDIX H

The Socio-cultural Perspective

A. The Physical Environment

The Pacific Ocean contains some 10,000 islands. a fraction of which is

inhabited by approximately five million people speaking some 1,200 languages,

which is 25% of all languages on earth. As Ron Crocombe points out,

The “model” islanders is brown-skinned, darker today
than a decade ago, and even the few black ones
(especially from the Solomons) are becoming regarded
as more “Pacific” rather than less. In other words,
the physical image of Pacific people. which has been
predominantly Polynesian and female for the last two
hundred years, has become increasingly Melanesian and
male during the last decade. (p. 5) r

The islands of the vast Pacific are divided into three major divisions:

Melanesia, which has 60,500 square miles of land; Polynesia, with 10,000 square

miles; and Micronesia. with only 1,200 square miles of land. When land area and

water are compared, the ratio of water to land in the great Pacific is 371:1.

In 1788, Captains Gilbert and Marshall made the first voyage from Australia

to China. They happened on a group of islands that straddled the equator about5°

west of the international date line. Captain Gilbert named the islands afte~

himself. Another group of islands 10° west of the international date line, and

about 10° north of the equator acquired, naturally, Captain Ma’shall’s name.

The Marshall Islands consist of two parallel chains of atolls and islands.

Ratak (Sunrise) is the eastern chain and has 15 atolls and islands, and Ralik

(Sunset) has 16 atolls and islands The total islets of these atolls, however,

number 1,152 and are dispersed over more than one half a million square

yet the aggregate land area of these hundreds of islets is a mere 69.7

miles. These are inhabited by a total population of approximately

Marshallese.

miles,

square

30,000



Together with the Mariaca archipelago. the Carolines, these form the Trust

Territory of the Pacific Islands, administered by the United States for the

r United Nations since Wo~ld War II. This area is generally known as Micronesia--

the name suggesting the tiny size of the islands. Of the 2,240 islands in

Micronesia, only 125 are inhabited.

There are two different types of islands in the Pacific, the volcanic and

the coral. The Marshall Islands are all coral with a very low average elevation

from the water. In most cases the average altitude is about 5 feet. All these

atolls are like necklaces in the vast ocean with a lagoon in the middle. In many

cases, the average width of the island is approximately one city block.

Peoples of the world are always concerned about food production and

nutrition and health. Different types of islands present different problems and

opportunities for agriculture and food production in general. The Marshall

Islands, being all coral atolls, present special kinds of problems for local

agriculture and food production. The soil is composed mostly of coral sand which

is highly alkaline and consequently, unless a great amount of humus can be

incorporated in the soil or unless fertile soil is imported from elsewhere, the

types of plants that can be grown are very limited. The basic food supplies that

are locally grown are coconuts, breadfruit, pandanas fruit, tare, and arrow root

c
(in the northern islands). Therefore, a great majority of the food supply is

..
imported in the form of canned goods and other staples such as rice and some

flour.

B. Demography and Population

Figures are very difficult to obtain in the Marshall Islands. Statistics

are something new and alien to the Marshallese ways of dealing with each other in

their societal processes. However, there are several factors that can be

discussed with certainty:

1. The official population census of 1973, as quoted in the Health

Contract between the S.D.A. Church and the government of the Marshall Islands,

was 24,135. However, all government officials believe the count in 1980 is

around 30,000. A census is being conducted in the islands during 1980. The

results are not known yet and probably will not be for some time.

2. The population is a young population. It is estimated that half of

the population is 20 years of age or younger.

2



3. There ~s a great shift of population from the outlying atolls and

islands to two major centers. These are Ebeye, in Kwajalein atoll, and in the
#-
{

Rita area of the Majuro atoll. It is estimated that there are 12,000 Marshallese

on Majuro and approximately 8,000 on Ebeye. These, then, constitute the two

major urban centers of population totaling approximately 20,000 Marshallese,

which would be fully 2/3 of the total population. Social problems related to

urbanization will be discussed below.

c. Historical Background

Bitter and bloody fighting between Japan and the United States during World

War II so devastatedthe Marshall Islands that no one would have projected that

by 1981 they would emerge as the newest among the sovereign nations of the earth.

And their population of some 30,000 on a land area of less than 70 square miles

makes this eminent development seem somewhat unique even today.

Although anthropologists differ as to the origins of those people who came

to inhabit these scattered islands and atolls of the central Pacific, historians

agree that since the 16th century they have suffered almost continuously at the

hands of invaders, colonizers, exploiters, adventurers, and missionaries. The

myth of an idyllic, utopian society in the romantic South Seas drew men to them as

c
iron to a magnet. But unfortunately the impact of these foreigners on the

..
Marshallese has been far from idyllic.

After Magellan discovered this part of the world for Europeans in 1520,

Spain slowly advanced her military, political, economic and religous control of

the Pacific. But not until the 19th century were the Marshalls made apart of her

vast imperial holdings in any formal sense. And her control was so weak that an

aggressive Germany seized control of the Marshalls later in the century.

German administration encouraged the development of trade and established

copra production as the economic base for the Marshalls. Although a limited

public works program was comnenced by Germany, this was abruptly terminated by

World War I wnen an expansionist Japan seized control.

In 1922 the League of Nations formally granted Japan a mandate over the

Marshalls, which was soon followed by the establishment of a civilian

administration. Under firm Japanese control the economy prospered for the first

time. Thus, older citizens still remember the Japanese with some fondness

because jobs were abundant and education, modern agriculture, improved fishing

techniques, and modern communication systems were introduced.

3
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In 1947 the United States accepted a United lia~ionstrust-eeship for what

came to be termed the Trust Territory of the Pacific Islands. This comprised all

former Japanese mandated islands, including the MarshalIs, which had been

reconquered by American forces during World War II.

In 1980 representatives of the United States and the Marshall Islands agreed

to a Compact of Free Association. Under this arrangement the Marshallese will

enjoy full internal self-government and control over foreign affairs, with the

United States guaranteeing security and defense. This relationship wi?l continue

for fifteen years with the United States providing generous economic assistance.

United Nations approval for the ending of the trust arrangement seems

assured.

There is reason to

nation of the Marshall

organized a government,

expect that 1981 will see the birth of the sovereign

Islands. She already has developed a constitution,

and created a flag. In their independent status the

Marshall Islands will need to continue developing an efficient bureaucracy, a

viable economy, a functional educational system, and an adequate health care

program.

(For an excellent detailed historical sunmnary of Western influence in

Micronesia, see the paper entitled American Rule in Micronesia: Where Have All

.the Dollars Gone by Drs. Hamnett and Kiste of the East-West Center and the

University of Hawaii, 1980.)

D. The Marshallese Social System

There are three classes in the Marshall Islands in the social stratification

system. “At the top there is the iroij system or class, which is the class of the

chiefs. Iroij laplap is the term for high chief and there are few of those. The

chief ‘owns’ all of the land on a certain island or atoll or group of atolls, and

he is the supreme authority.

The next class is the slab class, which is the lineage heads. They are

really secondary land owners because the iroij is still the chief land owner.

The slabs, then, are heads of families or clans and they are responsible to

distribute the land for its various uses. Land is rarely ever in the hands or

belongs to individuals. It is only a trust that belongs to the whole family or

tribe under the iroij. The atolls are very narrow, often a city block in width,

and the slab slices the island like a loaf of bread, giving each strip, known as

wato, which extends from lagoon to ocean, to a household or to a family to operate

it and live on it.

4



The third class is ~he workers, the rijerb~l. obvjous~y, these constj~ute

the large majority of people. The question of land tenure is a very complicated
.-

issue, even to the Marshallese themselves, and there have been several studies

conducted on land tenure. A good example is Dr. Michael A. Rynkiewich’s entitled

Adoption and Land Tenure Amonq Arno Marshallese .

The traditional way of life gave the chief final authority over men and

women and consequently, whatever took place in society was very much under the

benevolent eyes and observance and protection of the iroij. This traditional way

of life may appear to be changing with the introduction of a democratic form of

government that has a constitution, election, and bureaucratization. It is

apparent, however, that the traditional stratification system is very much at the

heart of the social structure, and that any willful or unwillful ignorance of

this fact would be dealing with a veneer of democratic modernity over the real

body politic--the iroij, slab, and rijerbal social structure.

The social organization of the Marshall Islands can readily be identified as

belonging to the Gemeinschaft, or primary group, of societal ideal types. This

means that life is based on face-to-face, personal, small group interaction.

This also means that respect for traditional authority, for customs, for the

standard ways of doing thigs is uppermost in the minds of people. It has been

observed that the most important aspect of successful programs in the Marshall

Islands as in all such societies is based on recognition of the realities of the

social structure, its authority, its traditions, etc., and sincerely complying

with and respecting the local traditions

clearly demonstrate this need:

Article 16. Section C. of the

and culture. The following quotations

contract between the
government-of the Marshall Islands and the S.D.A.
Guam-Micronesia Mission, executed February 14, 1980:

“The Contractor hereby agrees to take
Marshallese custom and tradition into account in its
administration of the health services system and to
respect the same. No employee shall be compelled by
reason of employment by the Contractor to do any act
or refrain from doing any act which would violate
Marshallese custom and tradition.

“On question of custom and tradition the
Contractor, as the party responsible for management
and control of the health services system, shall have
the same right as any department or agency of the
Government to seek the advace of the Traditional
Rights Court of the Marshall Islands on questions of
custom and tradition.”

In an interview with Mr. Oscar DeBrum, Chief
Secretary of the Government of the Marshall Islands,
Mr. DeBrum said:

5



“I appreciate bringing in the Human Re?atlons
Team as well as the scientific team of Loma Linda
University. This is very important to us
particularly. The Western world does not always
understand us and our culture. They may mean well,
but they are often unsuccessful because, as I told
the Trust Trust Territories of the Pacific Islands
Commissioner, ‘The problem of the T.T.P.I. in the
past has been planning people instead of planning
with people.’”

There are 33 senators in the Marshallese Parliament (The Nitijela), usually

one frcm each atoll except where there is a concentration of population.

Kwajalein, for instance, elects three senators: Arno 2; and so forth. There are

10 ministries in the government, and there should be obviously 10 ministers, but

the President is responsible for the portfolio of the Minister of Foreign

Affairs, so that leaves 9. There is also an important council of chiefs, a

council of iroij, which has 12 chiefs who come from the major districts of the

Marshall Islands. The House of Iroij receives the bills from the legislature in

order to look at them and then examine them carefully to see if there is anything

that conflicts with the Marshallese customs and traditions and the things that

affect land and land tenure. It it is something serious, they will recomnend

change; it is is nothing serious, they wI1l return it to the legislature for

final approval.

In other words, when the Marshall Islands modernized their system of

government, they agreed that some official body of leaders would have to be

chosen to safeguard the country’s traditions, customs, and culture.

Consequently, they created the House of Iroij.

E. Reliqion and Values

In 1852 the Boston Mission Society sent four missionaries to Micronesia.

These, however, did not establish themselves in the Marshall Islands. In 1857 a

reverend Deane together with his wife settled on the atoll of Ebon. It is

reported that by 1865 he had converted 125 of the 750 inhabitants of the island.

From this beginning missionary activities slowly progressed over the various

atolls and islands so that by the turn of the centruy the population of the

islands were mostly Congregational Christians.

In talking with the Marshallese about their old traditional religion, no one

could be found with authentic accounts of old religious beliefs. There was,

however, clear evidence of what the Marshallese themselves now call superstition
.
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but which seems to be a carryover from the old religious sytem. For example,

there was more openness in discussing old legends and hero tales which today are

not seen by Marshallese as having religious connotations, but which in the

context of Micronesia culture and world view, seem to reflect the pre-Christian

religious beliefs and practices. If on the sixth day after burial, people are

successful in hiding around the grave, they would see the soul of the deceased

coming out and flying off through the air to Mili, southeast of Majuro. This,

then, is an example of a pre-christian belief which has accommodated itself to

their current Christian philosophy.

Nowadays,many Protesant denominations, as well as the Catholic Church, are

active in the Marshall Islands. These include representatives of the mainline

churches and also Jehovah’s Witnesses, Mormons, and others. In recent years, the

Seventh-day Adventist Church through its educational and health programs has

become prominent in the Marshalls. It appears that the religious beliefs and

practices are an expression of the general Gemeinschaft nature of the Marshallese

society, that is, a reinforcement of interpersonal relationships, more than a

means of salvation of the individual. Traditional healers and Rijoubwe

(magicians) continue to function covertly beneath the umbrella of Christianity.

?’-
One Marshallese informant in Majuro flashed a potentially tantalizing line of

x investigation into their beliefs by mentioning that the reason why some

Marshallese would not destroyor allow others to destroy rats on coconut trees is

because they feel rats are “their relatives, like others also consider sharks as

their relatives.” Is this a vestige ofa totemic belief system? And what are the

implications of this and similar beliefs to the introduction of health behavior

changes through a comprehensive health care program?

The major value system seems to be woven around their traditional social

strucutre, their family system, and material goods and power as perceived by them

in conquering nations, the latest of which is the United States. Consequently,

anything “American” is superior and desirable from items of food, to items of

dress, to disco music and dancing, etc. In fact much of what is broadcast on

Radio Majuro is American rock, to say nothing of the proliferation of “discos.”

Their perception of what is “American” is gleaned largely from American films and

fran observing American expatriate such as volunteer workers, American

missionaries, American armed services personnel and their families.

It appears that an American, if accepted because of his respect for the

(

social structure and culture, becomes in the eyes of the Marshallese a type of

super-iroij, in other words, a highly respected leader potentially on the level



‘f their own ciass cf chief:. Obviously, this has deep implications for

Americans who go to the Marshall Islands in leadership roles, be they connected
.-
E

with health care systems or educational endeavors.

F. Technology

The Marshallese

meet the demands for

technological system developed through many centuries to

survival in an environment that was greatly influenced by

the ever present sea. In early times, the technology dealt with the production

and use of tools and equipment related to very simple horticulture and to a

complex exploitation of the food resources on reefs, in the lagoons, and at sea.

After the islands were occupied and dominated by the metropolitan powers, the

cornnercial exploitation of the coconut was emphasized because of the world

market’s need for oil.

The Germans, followed by the Japanese, devoted much capital and energy to

copra production. During Japanese occupation, for example, areas of breadfruit

groves were destroyed in the Marshalls and replaced with coconut tress. While

the Marshallese were introduced slowly to modern technology by the Germans and to

a greater degree by the Japanese, it took World War II to really put them face to

face with the extent of modern technology. The Marshallese had great respect for

Japanese know-how and might. However, this was replaced with a feeling of awe

when America defeated the”then-seemingly all-powerful Japanese through their

superior technology and resources.

The fruit of Western technology is evident throughout the Marshalls but

especially in the two urbanized areas of Rita on Majuro, and Ebeye on Kwajalein.

While the Marshallese utilize some forms of major technology, yet in the majority

of cases they contract out their needs to firms and organizations from the

technological and industrialized nations on the Pacific rim. More will

about this in the section on the economy.

G. The Economy

Agriculture as understood in the West is not a source of income

Marshallese economy, the coinnercialprocessing and sale of copra being

significant exception. There are signs that copra production does not

imporant role it once did in spite of the establishment of an oil

be said

for the

the only

play the

pressing

facility in Majuro. Entire areas of coconut groves that are not being cared for

can be observed.

(

Many Marshallese are also looking more and more for a salaried

k position with some foreign business or with the government.
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Majuro is the

elected government.

capital of the iYarshallIslands and the seat of

It is estimated that of those who are employed

its newly

in Majuro,
.4

( 80% work for the Marshallese government in one capacitor another. In the other

center of population, Ebeye, most workers are employed by the American Army

Missle Range on Kwajalein or by one of its American civilian contractors. Thus

it would seem that while in the past most Marshallese were engaged in copra

production, fishing, and other subsistence activities, nowadays most of the labor

force is employed either by the local government or by foreign organizations.

There are quite a few small businesses that are run by enterprising

Marshallese. Taxi companies, small stores, garages, small restaurants,

handicraft cooperatives, theaters, and other such enterprises are becoming quite

common in the urban centers. These and employment opportunities constitute an

attraction to the populations of outer islands. Consequently, there is an

increasing flow of people into the two urban centers, contributing to the

problems that will be discussed below.

The government is working hard to establish better cormnunication and

transportation between these centers and the outer atolls and islands. To this

end, a new program is vigorously underway to put an airstrip on as many atolls as

possible. At present there are such strips on Enewetak, Bikini, Likiep, Mejit,

Wotje, Kwajalein, Maloelap, Ailinglaplap, and Majuro. Anew airline known as The

Airlines of the Marshall Islands has been established with one plane in operation

and other being outfitted to join its sister. These are Australian Nomad planes

piloted and managed by Australian personnel at present. The Marshallese

government is negotiating for landing rights in Hawaii as they plan to expand

their services beyond the confines of their own islands, thus connecting their

country with the outside world.

Fishing constitutes a potentially lucrative income for the Marshallese

economy. To this end, there are currently negotiations to extend the exclusive

economic marine zone to a 200-mile limit. This will add considerably to the

already expansive area of half a million miles that the Marshall Islands occupy

and insure their control of the inter-atoll waters.

At this time, however, the most important single source of revenue to the

Marshallese economy is the rental paid by the United States government for the

use of Kwajalein as an Army Missile Range. At present, the rental is nine million

dollars annually, but negotiations are already underway to raise it to fifteen

million per year.

Telecommunication remains one of the greatest needs of a country with such

vast expanses and distance between atolls and islands. In order to develop

further economically, the problem of regular and dependable teleconnunication

between the islands themselves and between them and the outside world needs



immediate attention and solution. To that end, President Amata Kabua, in his

message to the Pacific Islands Conference: Development the

the East-West Center in Honolulu, March 26-29,

telecommunication as one of the most pressing and urgent

island development. He said:

Pacific Way, held at

1980, singled Out

matters for Pacific

We should include in our regional development studies
a determination of investment priorities for the
telecommunication infrastructure services which can
impact directly upon information storage and
transfer, delivery of health care services,
agricultural and industrial development,
distribution of goods and services, and energy
conservation.

The Honorable Amata Kabua, however, sounded a clear
warning:

Our Pacific Island communities reflect a unique and
diverse cultural heritage. Every effort should be
made to preserve that legacy and to ensure that our
young people remain sensitive the the uniqueness of
their traditions. The need for cultural preservation
becomes increasingly urgent in the face of the rapid
social and cultural changes occurring throughout the
world and our region in particular.

H. Education

Most existing schools on the Marshall Islands are elementary schools. There

are, however, four High Schools in the capital Majuro: Governemnt, Catholic,

Congregational, and Seventh-day Adventist. The Marshallese are deeply aware of

the importance of education in the modern world. They seek every opportunity

possible to ask for help in either upgrading their schools where they have them,

or in starting new ones.

There seems to be a certain hesitancy on their part to accord full

recognition and respect to teachers who are fellow-Marshallese. They seem to

prefer help from the United States because they perceive, as mentioned before,

that U.S. teachers by definition are better than Marshallese teachers or other

non-Marshallese such as Filipinos. Several magistrates from different atolls

extended open invitations, even with a degree of urgnecy, to come and upon up a

school in their area. “We’ll provide the land for you, and we’ll do all we

possibly can to help you, only come,” seems to be a typical plea.
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T.. Urbanization

Majuro is the seat of Government for the Marshall Islands and as a result,

has become the most densely populated island in the MarshalIs. Local officials

place the population of Majuro at approximately 12,500, over 50% of whom are

adolescents, living in the two towns, Rita and Laura. These towns are located at

opposite ends of the island of Majuro. Rita contains the larger number of people

and businesses, many houses and other living units, department and grocery

(
.

stores, several small eating places, governmental buildings and offices, the post

office, police station, a bank, a library, several churches, and schools (high

school and elementary levels in addition to a theological college). A copra

factory is situated a few miles outside of Rita and an airport has been built

several miles further on, on the road to laura. Many small villages and/or

conmmnities occupy the land between Rita and Laura (which is a very small

residential settlement, primarily) and create a microcosm on Majuro of the entire

Marshall Islands peoples.

Kwajalein, as aMissle Range Base, attracted many Marshallese people because

of the job opportunities that were made available to them. Ebeye, an island in

the Kwajalein Atoll, was developed by the U.S. military to accommodate

approximately 2000 Marshallese workers and their inmediate families. However, as

word spread throughout the islands relative to the work opportunities on the

Base, thousands of indigenous island people crowded onto Ebeye. Presently, an

average of 8000 Marshallese are living on Ebeye in over-crowded living conditions

that place a strain on food and water resources, sanitation, health, and

educational facilities and services.

J. Social Problems Stenzninqfrom Urbanization and Social Chanqe

Current social problems in the Marshall Islands take in the entire range of

problems found in most emerging nations undergoing significant change. Some of

the most urgent and distressing social concerns expressed by the Marshallese

include increasing alcoholism, suicide, dislocation and distribution of people,

car accidents, crimes (especially forgery, burglary, and assult and battery; a

number of misdemeanors), prostitution and venereal disease, use of drugs,

intrafamily violence (including child neglect and abuse), divorce, breakdown of

relationships and conmlunication across generational boundaries, neglect of

parenting and parenting skills, lack of family planning and enhancement of family

1ife,

c

juvenile delinquency, homosexual relationships, lack of employment

opportunities for specific age groups (especially adolescents and the Elders);

and other mental health problems such as apathy, alienation, depression,

11



tension/stress syndromes, confusion and ambivalence (self-identity crises, role

dysfunction and identification cbises for adolescents and adults); and fear of
/-
(

the unknown and of the future.

Current Service Proqrams Established to Meet Changinq Needs and Social Problems

In an attempt to meet the needs of the Marshallese people, a number of

service agencies and programs are sponsored by the Governemnts of the Marshall

Islands and the United States, church groups and church leaders, outside

professionals and consultants, and local volunteers in special projects.

The Department of Social Services has five divisions of services that are

available, to one degree or another, to all of the Marshall Islands. These

divisions include: 1) Food Services Division which provides USDA hot lunch

programs for 88 schools throughout the Islands; and the Needy Family Distribution

Program which hires clerical persons, cooks, and a nutritionist for services to

families with low (or, no) income. 2) Housing Services provide funds for low

cost housing and assistance with house construction. This service also maintains

Grant-in-Aid financial assistance programs for the outer islands and a Comnunity

Development Disaster fund. 3) People Division which serves Senior Citizens

through Comnunity Center activities (exercise classes, employment counseling,

socialization groups, health classes, and group meetings to help the Elders

preserve traditional customs such as local navigation, building canoes, fishing,

story telling, local foods and folk medicines, and handicrafts). This program

has offered nutrition programs (feeding of the Elders) in the past. 4) Adult

Service Division sponsors 117 women’s educational groups throughout the Islands.

Flying Workshops and Ship Workshops, in an outreach project for all isladns, use

volunteer and women’s groups to present educational group sessions on parenting,

budgeting, nutrition (for balanced meals), First Aid, leadership skills, family

life, and family planning, etc. 5) Youth Services Division sponsors programs for

recreation and sports with the assistance of several Peace Corp volunteers,

handicraft classes, music groups, Youth Conservation Corp, Boy Scouts and Girl

Scouts organizations, and dances for the teenagers and young adults.

The Department of Social Services also sponsors a local radio program for

information and educational purposes.

Church leaders and congregations have developed volunteer-oriented service

projects for a limited number of Marshallese of all age groups. Nutrition

projects (they feed people; these are not

recreational activities; programs that

(Kwajalein) and a men’s group called F.A.I.M.

on Majuro, and Alanon (Ebeye), socialization

specifically “how to” sessions),

resemble Alcoholics Anonoynous

(Fighting Alcohol In the Marshalls)

and educational groups, handicrafts
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groups, and a number of women on Ebeye called “Voice of Women” who raise money for

r
hospital equipment and medical supplies and make up some of the local self-help

activities on the more urbanized islands.

A variety of service programs have been introduced to the peoples of the

Marshall Islands,

various projects,

needs and wishes

consistent basis.

have waned, and have been re-introduced again. Even with these

only the surface has been scratched to date, in identifying the

of the people, and in implementing programs on a long term,

K. The Marshallese and Health Plans

C
..
..-

In contacts with the Marshallese, official and non-official, there seemed to

be general agreement on several issues:

1. “We have been studied to death,” was a lament heard repeatedly both

in the urban centers and rural atolls. There is a markedly growing resentment to

the many agencies, corrrnissions,scientists, and other groups that seem to the

Marshallese to be an endless stream of people who come, ask questions, do

measurements, conduct surveys, and disappear. The officials object strongly to

the fact that no reports of the findings are made available to them in their .

offficial capacity as the governing body of the Marshall Islands. People want

results and want to see the outcome of all these studies.

2. There is a growing resentment to the de-facto lack of recognition of

“proper channels” of official conxnunication. A very high ranking government

official said: “Bynotworkingd irectlythrough the leadership, the United States

could cause ill feelings amongst the people of the Marshall Islands. I think

they can accelerate the feelings of, should I say, separatism, within the

Marshall Islands. . . Any attempt to work from the bottom up could bring about

differences of opinions, individual griefs, and feelings of segmentations

because the Marshall Islands as you know is composed of 24 atolls. All think

differently, quite frankly. But we have decided to stand united as one under the

Constitution of the Marshall Islands. Working from the top down, we can use that

avenue of the constitution. I think we can accelerate the feeling of unity among,

the people.”

3. The Marshallese have developed a seemingly irreversible psychology

that the U.S. owes them, by right, a comprehensive health care system--for all

the Marshallese on all the islands and atolls. It is important to review here the

arguments used by the leaders of thought and the leaders

demand. One high ranking official put it this way:

of government for such a
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As a result of the experiments on the northern
atolls, a great age of nuclear science was born with
its dangers and its benefits. The Marshallese of
Bikini, Enewetak, and other atolls paid the price for
this nuclear knowledge and thus, they are partners in
this great atomic age. We in the Marshall Islands
were partners in the testing; it is our right,
therefore, to be partners in the remedies and cures
for the ailments and conditions caused by the
negative effects of radiation, and also partners in
the positive scientific benefits in the peaceful uses
of the atomic age.

How is it that there is an almost unanimous opinion that any health plan

should be a universal one covering all the Marshallese everywhere? And what

about the voices from the northern four atolls that have been heard in litigation

and out of litigation claiming exclusivity of health attention?

The reason why some of the northern islands of
Enewetak, Bikini, Rongelap and Utirik are upset when
there is talk about including all the Marshall
Islands in the PL 96-205 medical plan is because
they believe that anything that dilutes their claims
diminishes the help to which they are entitled. But
the thrust is that different people need different
types of help--and there should be help to everybody
according to their needs. In other words, there are
magnitudes of needs, and there should be magnitudes
of help. And all will be included that have
conditions stemning directly or indirectly from the
atomic experimentation.

So says a top government official-analyst. But the question of demands for

a comprehensive health care for all the Marshallese has become apparently a

clarion call, and the folJowing arguments were advanced vehemently:

1. The “Hidden Dimension”--The Affected, but not known or discovered yet

“We know that there are people who are directly affected and those who are

not so directly affected. But we also suspect that there may be those who are

actually physiologically affected but because of the lack of delivery of even the

most basic rudiments of health care, we have not been able to identify them. We

think the health assistant level of medical care, that has been the rule here for

thirty-five years, was not in any position to be able to ascertain any of these

illnesses that occurred in the period following the testing as test related or as

radiation related. Even now, when people get sick in the outer islands we don’t

14



have the capability whatsoever to differentiate. . . I shudder to think how many

people have been actually directly affected and the problem was never properly
,-
( identified.”

2. “Strange” illnesses on atolls other than the northern four

“Me hear horror stories. I look at Mejit, Likiep, and areas like that which

have experienced not so normal illnesses, birth defects and other anomalies of

that nature. These are areas that should be investigated, not with a mind to

determine who is to blame or who is responsible, but really as a means of

providing proper health care. People are sick out there; they need care. . . It

is our worry that people are indeed sick and people have illnesses that are

internal and severe enough that if they were in a proper medical facility one

could easily discover and treat these illnesses. But because the system of

health care now is such that we do not have the capability, the problem even

becomes more severe than meets the eye.”

3. Voluntary migration in search of safety and/or jobs

The fact that the Bikinians moved to Kili and the people of Enewetak were

moved to Ujelang presents a migration problem that spells intermingling,

intermarriage, and the “sharing” of the contamination that came about in the

C:.

(

northern islands, in the opinion of the Marshallese. The migration of hundreds

to Majuro to seek jobs with the government, and to Ebeye to seek jobs with the

United States Army Missile Range, is seen as another dimension of the

intermingling of the “unclean” with the rest of the people.

4. Food Distribution

“People in the outer islands very comnonly, very normally, send in food,

locally grown produce and other food, to be consumed by their relatives who are

otherwise not exposed. . . Salted fish, preserved pandanas. Pandanaswe know are

very susceptible to radiation, holding radionuclides. So are arrowroots. That

is the main one that is sent in form the northern MarshalIs. Not to mention

coconut crabs, salted fish, and others. These are sent all over the central

MarshalIs, especially Majuro and Ebeye.”

Preserved food also gets sent all over the islands and especially to the

centers of population. The food is preserved, like in the case of breadfruit, by

burying it in the ground--a major source of radioactivity.

5. Challengingthe “Cigar-shaped Theory”

“There is the cigar-shaped fallout theory. . . That has never been proven.

It may be true at 10,000 feet, but what happens as it settles? What about

prevailing winds which run here northeast?”

15
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“Turtle aridcrabs from northernmost islands have always been collected by

people of Utirik island, Likiep and Wotje over the years. No one ever said to

[-
them that the level of radiation was higher than in the place where they live.

They continue to go there and kill birds, eat bird eggs, and everything else from

that area. So food gathering is very important and eating habits are very

important.”

8. The School of Likiep

“In Likiep during the testing, there was a school that had students from all

over the Marshalls. The Catholics had a school there, the Holy Rosary school,

several hundred children, not only from Likiep but from all over; and there, in

fact, we find scars on girls from Namorik and Ailinglaplap. We ask, Where did you

go to School? The answer: Oh, Likiep. And here they are carrying thyroidectomy

scars. All these people should be tracked down. Cursory investigation on my

part, I found at least half a dozen suspicious cases on non-Likiep residents who

were in school when they gave the testing . . . Karlami was one. He died finally

of cancer. Angel, GuideI’s wife, and several others.

9. Construction crews; Cleanup crews who came later to Enewetak and Bikini

“You have to also remember that when Bikini was originally cleaned up, the

hazards of radiation were not quite as well known, quite as well understood, then

as they are now. So, many of these guys may have been exposed really without

anyone knowing how much and to what extent. The story of the well is a classic.

They had a well in Bikini that we, the government, dug to provide water to water

the trees as they were bing planted. The men were using it to cook food, to clean

their clothes and wash themselves with it as well. It was much, much later, like

six or seven years into the program, that the department of energy/AEC at that

time, eventually decided that the water was hazardous and that the well should be

covered over. In the meantime, we don’t know how many guys had drunk the water or

been exposed to it in other way, food, or in actually taking baths, this sort of

thing.”

10. The Dumping of Copra

If anyone begins to suggest that the food really was not affected, we know

it was because after the exposure of the northern MarshalIs, when in those days

we used to collect the copra from all over the islands, including some copra from

the Carolines, into Majuro and then

Majuro to Japan. They had people at

copra out as it left the warehouse to

a whole truckload to be dumped right

a big ship would come in and take it from

the docks with geiger counters to check the

go into the ship and it was not uncomnon for

into the lagoon. If the operators felt that
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it was too hot, they dumped into this lagoon. . . We know for a fact that a lot

(.,,

of that copra was indeed rejected as being too hot. Not rejected and burned, but

rejected and dumped. It is really important. It entered our food chain. The

fish eat the copra and fish liver around the Marshalls is a delicacy. Kids gather

fish and grab the liver and chewon it, or heart or other parts of the entrails.”

11. Family Integration

The Secretary of Foreign Affairs maintains that different systems of health

delivery in the MarshalIs, with obvious differential levels of efficiency and

excellence, would hit at the very heart of the family and thus the social fabric.

“We are saying that that would be so disruptive. . .--it would not sit sell

socially. It would be difficult to justify people on one island going to this

hospital and the people of another island going to that one. . . Morally,

ethically, it would be a slow destruction of this society. . . A family with a

father from Bikini and a mother from Mili, and adopted child. . .If you have a

family that could conceivably have three or four people from three or four

different atolls living in the one house, you go to see that doctor and go to that

medical facility because you are from here and you to see that one because you are

from there; Essentially, it doesn’t work. Simply doesn’t.”

12. The Economic Aspects

In a special meeting with several government officials in the senate chamber

on October 16, 1980, Dr. Jeton Anjain, who is the senator representing Rongelap

Atoll, and also the Chairman of the Conmittee on Appropriations, voiced his

concern that parallel

waste of money in this

understand this way of

systems of health delivery service would be “a terrible

economy.” Another official said, “Our people would never

doing things. We don’t think that the Burton Bill should

be administered by an organization or an entity other than that which the

government utilizes for its general delivery of health services.”

13. Disruption of Social Values and Customs: Adoption

“Adoptions are very, very cornnonin our society, very cofnnon. It is not

unconsnonfor a family of 8 or 9 to have at least one or two adopted children in

that family. Not in the strict legal adoption sense that you are familiar with in

the United States, but where I have a sister who has a son and I say, ‘I’d like

your son to grow up with my family.’ she says, ‘Fine.’ The son becomes amember

of my family, just as if he were my own. Or vice versa. I might have a daughter

or a son, and a sister might want that son or daughter to live with her and become

her son or daughter. That still happens today. Sending different members of the

same household to receive help from different systems would not be

acceptable. . . You take the average household in Ebeye or Majuro--it is upwards

form 11 to 15. You are bound to have multi-island people in the one

household. . . It could destroy the social fabric.”



14. Termination of the trusteeship

There is a deep and widespread belief that after termination, which is
~- expected in 1981, all internal affairs will have to administered by the duly

elected government of the Marshall Islands. “Wehave had an agreement since 1976

that termination will occur in 1981. We have done our part. We have formed our

government. We’ve ratified our constitution. We’ve had our election. So,

that’s the way it’s going to be. . .The United States domestic arm cannot have

anything to do in Marshallese internal affairs after termination.”

15. A statement from the Minister of Health

“We are happy the U.S. Government is continuing to pay attention to those of

our people who were displaced and to those who were directly affected by the

atomic experimentation on our islands. The truth is, however, all the

Marshallese have been very deeply affected by years of atomic experimentation.

There are several points I want to make clear: (1) there are Marshallese that

have been directly physiologically affected by the experiments. (2) There has

been a lot of intermingling because of displacement and mobility between those

directly affected and other Marshallese throughout the islands. (3) Their

offspring are a mixture that cannot be ruled out as not affected. (4) More and

more people are suffering with thyroid problems and cancer throughout the

{ Marshall Islands. Is this trend related to the testing or not? And is there a

way to differentiate between those whose problems were caused by exposure to

radioactivity and those not? (5) The U.S. government has a dual responsibility:

one to those directly affected by radiation (and they are now scattered

throughout the Marshall Islands), and to those indirectly affected by the tests

(and it is my conviction that every Marshallese has been affected directly or

indirectly by the tests).

“There are those whose problems are primary; and those whose problems are

secondary. There are those whose problems are physiological; and those whose

problems are social-psychological. Those who live or come from the four main

islands affected (Enewetak, Bikini, Rongelap, and Utirik); and those who through

intermarriage, migration, and intermingling are found as far south as Ebon, as

far east as Knox, and as far west as Ujelan. Let us face it, every Marshallese

that has been affected needs care and is entitled to it. I say there is no waytO

separate the victims after all the mingling and migration. It is a comprehensive

problem that needs a comprehensive solution.”

c’
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APPENDIX I

NUTRITION DATA

The diet of the Marshallese People consists mainly of coconut, fish,

breadfruit, pandanus, and rice. Bananas, papayas, taro and arrowroot make Up a

smaller part of the diet. The percentage of the diet made up of each food type

will vary depending on location and season. Naidu et. a?. (1980) reported that

coconuts constitute up to 58% of the dtet and fish constitute up to 36%.

Coconuts

Coconuts are grown thoughout the islands and in addition to providing food

they are the major cash crop when sold as copra. The coconut has several uses.

The unopened flower is tapped to collect the liquid which is drunk fresh or

boiled down to produce a syrup used in cooking. It can alsobe allowed to ferment
,- and then used as a beverage.
.. The immature nut is harvested for the milk or water and used comnonly as a

beverage. The jellylike endosperm of the drinking nut may be eaten. This is

comnonly used as a babyfood.

The mature endosperm or meat is eaten raw, cooked, or grated and mixed with

other foods. The meat is the source of coconut oil which is used for cooking.

This oil produced from the copra (meat) is the cash source for most people in the

Marshall Islands.

The coconut takes about 12 months to mature but the tree produces new

inflorescenses about every month so harvesting is fairly continuous throughout

the year.

Nutrient value: Protein - 7%, Fat - 60%, CHO - 15%, Fibre - 4%

Breadfruit

Breadfruit is the second most important local food.

eaten more like a vegetable than a fruit. They maybe eaten

The fruit is usually

raw but most cormnonly

are boiled, baked, roasted, fried, or made into soup. Breadfruit production is

seasonal but it can be preserved as bwiru for use during the off season.

Breadfruit is harvested for about 4months (May-August) but research is currently

being conducted by the South Pacific Conrnissionin $uva, Fiji, and the University



cf the South Pacific in western Sama

round production.

(“–
Nutrient value: Protein - 1.3%, Fat

Pandanus

to develcp and test .xltivars for year

- 0.5%, CHO -20.1%, Fibre - 1.8?4

The fleshy base of the fruit is eaten. It is often mixed with coconut and

baked into thin flat cakes. It can be powdered and stored if kept dry. The

powder can also be mixed with coconut sap and used as a drink. Pandanus are also

seasonal.

Nutrient value: Protein - 0.4%, Fat - 0.3%, CH()- 19%, Fibre - ().3%

Rice

Rice has become an important food for most people in the Marshall Islands.

The rice is all imported, with the U.S. being the major if not only source. Rice

is purchased in 80-100 lbs. sacks and stored for several months since visits by

ship are often infrequent to the outer islands. Money to purchase rice is the

number one use of cash in the islands.

Nutrient value: Protein - 7%, Fat - 0.5%, CHO - 80%, Fiber - 0.2%

Fish

Most of the fish eaten is caught in local waters by net or spear on the reefs.

Some small scale commercial fishing for local consumption is practiced. Canned,

imported fish is cormnonJyeaten in the population centers. All kinds of fish are

eaten and in many cases the entire fish, including entrails, is eaten. Fish are

eaten whenever they are available but no local preservation is ccmnon.

Nutrient value: Since most reported data for fish only include the flesh and

muscle, the data would not reflect the intake which includes the other portions

of the fish.

Bananas

Bananas are grown in the areas that have adequate rainfall. This means that

the four northern atolls in particular don’t use bananas for food. In the wetter

regions they are generally found wild or with casual cultivation. Bananas are

usually harvested throughout the year.

Nutrient value: Protein - 1.2%, Fat - 0.3%, CHO - 27.0%, Fibre - 0.5%, Good

vitamin A, Fair vitamin C, Poor vitamin B, High in Potassium

EwYE
Like bananas, papayas are

available throughout the year

grown where there is adequate rainfall. Fruit is

and no preservation is practiced. The Government

<
Agriculture Research Station in Laura, Majuro is beginning to work with papayas

.
and increased variety testing should make papayas more plentiful.

Nutrient value: Sugar - 10%, Protein - 0.5%, Fat - 0.1%, Fibre - 0.7%

Important source of Vitamins A and C



Taro (Colocasia esculenta)

Taro is grown in swampy pits and is mainly used as a supplement when other

foods are not available. The corns are usually roasted, baked or broiled. The

young leaves and petals can be eaten as greens. The young shoots are eaten like

asparagus.

Nutrient value (Corns): Protein - 3%, Fat - 0.4%, CHO - 29%, Fibre - 1%,

Vitamins A andC. (Leaves): Protein - 3.0%, Fat- O.8%, CHO -6.0%, Fibre -1.4%,

Vitamin C

- (Cucurbita moschata)
Pumpkins are becoming a popular food crop. They can often be found growing

wild, apparently where seeds were discarded. The pumpkin is cooked and the young

leaves may be eaten in a stew.

Nutrient value: Protein - 1.0%, Fat - 0.2%, CHO - 8%, Fibre - 0.5%

Sweet Potato

Sweet potatoes have been introduced with some success. They grow well where

the pigs are not free to uproot them. They are eaten cooked and the young leaves

are eaten as pot herbs. They are generally only grown where cultivated and

primarily where the people first tried them as an imported food.

Nutrient Value: Protein - 1.5-2%, Fat -0.2%, CHO -27%, Fibre -

3-6%, good source of Vitamin A. Leaves: Protein - 3.2%,1 Fat - 0.8%,

l%, Sugar -

CHO - 8.5%

3
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SUGGESTE9-MEDICINE INVENTORY

FOR HEALTH CENTRES

MARSHALL ISLANDS

- Antibacterial

Penicillin (short and long acting,oral and fnjectables)
Tetracycline
Sulfonamides
Ampicillin
Streptomycin
Bactrlm

Analgesics

Aspirin
Acetominaphen
Paracetomol
Codeine Compound
Oemerol (under supervision)

Antipyretfcs.

Aspirin
Paracetonnl

Antihelminthics

Piperazine
lMebendazole
Levamtsole
Thiabendazole
Niclosamlde

Antiallergics

Chloepheniraininemaleate
Promethazine
Adrenaline/Epinephrine

Anttasthmatics

Tedral
Aminophylline/Theophyl line

Gastro Intestinal

Antacid: Aluminum or Magnesium Hydroxide
Antiemetics: Promethazine
Antispasmodic: AtroDine
Cathartics: Senna, Epsom Salts



An:ihypertensive

Hydrochlorothi azide
Lasix
Aldomet

Antihygerqlycaemic Aqents

Oiabenase
Orinase
Insulin (P.Z.I. and Regular)

Anaesthetlcs

Ethyl Chloride
Xylocaine

Antidotes

Atropine Sulphate
Charcoal

Antifilairiasis

Oiethyl carbimazine

Antiorotozoal Drugs

FIagyl
Chloroquine

Antt Tuberculosis

INH
Streptomycin
Rifampycin
Thiabendazole
\/it86

Ant!qunqals

Mycostati n
Griseofulvin
!dhitfieldsUnguentum
Nystatin

Oermatolouical

Unguentum - Salicylic Acid
- ~nteroviOfOrm

Sulfur/Penicillin
- Furacin
- Whitfields

3enzyl !?enzoate
Kwe11



Vitamins/?4inerals

Multivitamins
B complex

86

’12
Prenatal VitaminJ
Ferrous Sulphate
Vitamin K
Calcium Lactate

Oxytocics

Ergometrine Maleate
Pitocin

Steroids

Prednisolone

Psychotherapeutic Drugs

Chlorpromazine
Melleril
Valium
Ellavil 1

under supervision only

Sedatives

Phenobarbitone

Anti Epileptics

Dilantin

Electrolytes

Dextrose
Normal Saline
Oarrows Solution
Dextrose + N/Saline

Vaccines

BCG
DPT
Oral Polio
Tetanus Toxoid
TAT (TIG)
MMR

OB/G’fN

Sultrin Creme Intravaginal

Family Plannina
IUIJ
Condoms
Pill

3
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APPENDIx L

Diabetes Epidemiologic Research Study



TOPIC :

Epidemiological study of Diabetes in the Marshall Islands.

‘Toaid in the development of a comprehensive Diabetes Health Care
System in the Marshall Islands.

GOAL :

To determine lifestyle factors associated with Diabetes in che
Marshall Islanders.

GIVEN :

The prevalence of Diabetes in the Marshall Islands@rem initial
health and medical history questionnaire.

CASE CONTROL STUDY:

Cases = til known cases diagnosed by a positive answer co question:.
‘Are you caking Diabetes medication?’sieeither -

Options
1. The case group

of all cases.

2. The case group
indigenous and

may consistof a random sample

may consist of 2 subgroups of
westernized.

Controls= Sex,age,race, matched
by a negative answer to

controls without
above question.

pills or insulin.

of 1000 fnscead

Diabetics

Diabetes diagnosed

Variables Heasured
Life Style

1. Diet (measured by 24 hour dietary recall or by daily-log)
Simple Carbohydrate Intake

;: Unrefined Complex Carbohydrate Intake
c. Dietary Fat Intake

2. Regular cardiovascular exercise.
3* Biochaaical data e.g. Urin s Blood Sugar

Food Sources

L’acerSources

CsoZraphic residence local
1. Island of longest residence
2. Island of birch
3. Urban or rural



.

TOPIC: Epidemiol.ogical study of Diaheces in che !4arsha11.Islands (continued).

CASE CONTROL STu~Y: (Continued) .

Variables Measured (continued).

A Comic Radiation Exposure History.

Family or Relatives Diabetes Hiscary.

Diabetes Medication.

Percent Over Ideal IJeighc.

B?XnGETFOR A 2 YEAR STUDY:

Personnel for 2 years

Year 1
person Years *Salary

Field Director L.o $20,000.
Dr Pli Candidate

Statistical ?rogrammer

0.4 11,733.

Cler~caL Personnel
Secrecary L.o ~o,000.
Cler’ks 1.0 14,000.

Interviewers 2.0 15,000.

TOTALS : $ do,733.

Travel Over 2 Years
Field Direccor 2 round trips
Programmer 2 round czips

Per Diem Exoenses over 2 years

SuffpLies

Miscellaneous Exuenses

Data Handlin
(2000 quesci~nnaires, 240 columns each)

Initial Comoucar Yariwara

TOTAL :

* lacludss f=icqe and gv.erhead
(a~uals sala~ ?iu.s 33:)

$ 150,000.00
Year 2

?erson Years *Sala?f
l.o

0.35

1.0
1.0

1.0

$20,000.

1(3,~67.

20,000. .
14,000.

5,000.

2,000.00
1,000.
L,ooo.

3,000.00

. . 1,500.00

1,000.00

12,000.00

10,000.00 4

$179,500.00

2 . . .
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Initial Computer Hardware

Cost Breakdown

2 CRT Terminals ($1000. X

1 Dot-Matrix Printer
Dec Writer II

2 DXSC Drives 8“

2)

eitherfloppydiscdrives
or hard disc drives 10 ~

with streamer cartridge drive

1 Fortran

1 Basic

1 Operating System - multi user
muIti tasking

lcFu- 641cwords
interfaces for above devices

TOTAL

$2,000.00

3,800.00

.

4,200.00

$ 10,000.00

3
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Maps
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APPENDIX M

MAPS

Key:

~ airport

M hospital

+ clinic
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APPENDIX N

Vital Statistics Forms



CHILD HEALTH-MICRONESIA’S WEALTH

ACCIDENTS CAN BE PREVENTED. PRO-
TECT YOUR CHILD l?ROM ACCIDENTS
AND ‘1’EACIf IiIM T1lE VALUE OF
‘“PLAYING” SAFE.

Keep kerosene,otherpoisons,medicine,pills,
paint,and similaritemsout of reach of your
child. Never leave the child alone in M tmth-
tub, or washtub near a pond, or at the beach.

Fulls from stairs, tables, Ms, play equip-
ment and trees are common. l~e alert to these
dangers.

Your car or motor bike does not have eycs—
use yours when backing out of garage or
driveway.

1311y safe toys: —breakable toys, toys with
small removable parts, or toys with sharp
edges are dangerous.

Keep plastic bags, sheets or plastic mattress
covers or any airtight or clinging plastic
away from children. Thin flexible plastic
can shut off air. It may cling to the nose
and mouth causing suffocation and death!

tlOSPITAL NUMBER
=_——— L ... . . . . — .—._._ —..—-———. .—.— ——-—.

APPOINTMENT BOOK

FOR

WELL BABY CLINIC

—— - .——
(Nome0[Clinic)

_- ....- .. ——— —. .——_—
(Time)

NAME OF CHILD ———..

DISTRICT -_ -—-_.___———-_.——

ISLAND _—_–___ .—

.—— — ———————— ——-----—---
+

TRUST TERRITORY-DEPARTMENT OF PUBLIC HEALTH
TT 846 {~QV. 2/71)
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I),,tc

——

—-

.—

-. .—— -

This appointment means the time is saved
especially fw you.

l’lease make appointment before clinic.
.-

.-. ...
RduII)

I)*11C
,—

—-

1=
——
— ,—

—— .—

——

__ —-— .———.. —

——

Me

If you cannot- keep your oppointn]cnt,
notlty the nur9c.

___. .—_.

3;;it’’’iL’-
_—..—— -
Spc,’i;~l

!I,,lt’:i

_.__— —

Itclulll

11.,[1!

,.—

“r—[__——.-—
If your child should become sick,

take to your doctor.
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CERTIFICATE OF LIVE BIRTH
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TRUSTTERRtTORYof THE PACIFIC ISLANOS

DEPARTMENT OF REALTH SERVICES
rem. _ ,“- :;, Lp - p .T-- -.Iu .-*L ~: “. L.. -_&

A ~ 3CY a C-I?J WMO
NAM CF FATHER ~

HAS ROT YfT OCF.M NAFLO WAS BORN TO:
.,

AOORESS GF v ‘LL’AG~ I MUNICIPALITY IO ISTRICT jPLAC[GF BIRTH

A ● NOTIFICATION OF 51RTH” W’ILL 9E SENT TC THE KITHER,

VITAL REGISTRATION REPRESENTATIVE FCR THAT AREA OR THE

IF THE ‘CLLCWING FORM IS PROPERLY FILLE5 Ik’ AND GI:EN TO THE

OISTRICT OIRECTOR OF HEALTH SERVICES.

THIS FORM HAY eE SENT Xi THE OISTRICT OIRECTOR OF HEALTti SEf!’l CES THFJOIJGH ANY HEALTH AIOE, NuRSE OR MEDICAL CFflCEFl

OATE RECEIVEO SIGNATIJRE (OISTIIICT DIRECTOR OF HEALTH SER$ICES)

7T FORM S@ (ncv.1068) C3RTI-PZCAT3 CF
PARENT OR OTHER RHAT17Z

80RM<N ________ _19 __Al

(OATC~ - – -
-—— --

- (RAT- )-

TltAT THE PARENTSOF THE CHILII HAVE A6REE0 ON 7HEFCLLOWING NAME FOR HI?IOR HER (CROSS

ENTERE!I UPON THE CHILD~S BIRTH CERTIFICATE:

---- --— I+ERE5Y CEFiT IF’

OUT ONE) ANO REQuEST THAT THIS SE

19
OATC S16#ATUflE Of PCRSOII MAFKO A80YC

CERTIFICATE AND OWE OF
VITAL WGISTPATZCN ?_Z3ssENT...TE’E

i uMAR THAT THE ABOVE WAS SIGNED PERSONALLY 9Y THE PERSON NAMG THEREIN ANO I AM SAT ISFIEII THAT IT REPREWiTS.HIS
OR HE? TRuE OESIRE.

SIGIIATL18C or WITAL at61s7nk710aA RcPnEsEtA7A71vc

SlGNE5AN0 JMRNTOBEFOiEME THIS ---------–MyoF-- --------------- -----19----

SJ6NATURE O* OFFICIAL ~UTHOnlZEO TO AOtIIMISTEfl OATMt

T171.E

If t!ORC CONVCMtEMT, T)IC PARCiA? OR OTHER RELbTlit MAY s’b’cAfi ?0 HIS OR Mf@ cLRTl$lc~TE ac~ofi~ANY J~$lcl~L AuTHoAIZ~~

TO AOMIMISl~R OATHS, AMO THtH THE CfRTIFICATI
ANO OATH OF VITAL ?EGISIRATIOM f,EtIICSE?ITATlfE HAY 3C onlTTtO.1



GOVERNMENT OF THE MARSHALL lSLArJOS
!hperunem of tledth SerYiCsls

Ihneof Patient f—,

ax”.— Age—

Home A?oil(Cmmuy):

FUII Nme of Fativm .

Date of Rqistrmian:

Hosp. No. ..—-

.-—--.——

Maidsn Namo of Madm:

bu~ im boktokcardin ak kcmamcl number in takti in
itnk im takta iio M4uro Hosoiti.

am iio ion am

R- bring this cad with you or ramember your hosgitdnumber when
YOUeomoto iMa@m Hoqitid for treatmem

KOMMOL TATNI’HANK YOU!

TRuST ~ERfwTCRY OF THE PAC; F!C ISUNOS
DC? A&TMENT OF MEDICAL SCRWCZ$

MONTHLY REPORT OF DIS?E?4SARY

e

I CUT-? ATIENTS I
1

IN-~4Tl ENT SERVICE
1

3. Ckddbrrsh - ~ehenes

4. Otksr Scmces / I
$. ~oT,AL I
-

cuT-=a TlE?4T \ ;N-=A71ENT YNAL

4KJUNT CCLL:UED THIS MONTH: ! I



MEDIC.+LAND HE.\LTHRECCRD

X M E j
LAST FIRST MIOOLE

VI LLACi EIHAMLET lSLANO/MUNICIPALITY DISTRICT

M AGE EIRTHOATE BIRTHPLACE NAME OF SPOUSE

F

NAME OF MOTHER NAME OF FATHER HOSPt TAL NUMSER

FAMILY HISTORY

PERSONALMSTORY

IMMUNIZATION RECORD

Twe 11 m Iv v vl VII VIII

Td I I I I I I I
\le3s{es I I I 1

I , I I

Ruee~la I I I I I I
Mumps I I I

Smallpox I I

lntluenza I I I I

I I

I I I I
SURVEY RECORD

Tv pe Date Results Type Date Results
I 1



PHYSICAL gXAMINAT!ON

COOE: O . SATISFACTORY: X - UNSATISFACTORY

EXPLAIN ALL ITEMS COOED AS X ANO WRITE AI.L RECOMMENDATIONS BELOW.

OATE I I i: I I i: I l:: ! ( 1’

AGI? I i! II l! I I 1’ I

WEIGHT I Ill{ li; i “:!1

HIEIGHT I I ( 1 \ I I I $ I I

HEART 2,?40 LUNGS I !1!

NEUROLCGICAL I 1: I 1 1 I 1 I I I

NuTRl Tf5N
I

l“! I 1 l“

FINDlhGS (IllCi. iab. and X-iTlyj

TREATMENTREGIME?J
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